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PEDIATRIC PROCTOLOGY has recently received 
considerable attention in the form of asymposium 
of a nationwide character (133) and as an impor- 
tant part of a comprehensive symposium on the 
function and disease of the colon and anorectum 
(132). The need for these symposia was attested 
by the gratifying co-operation of, and participa- 
tion by, busy and distinguished authors and 
teachers of the United States, Canada, and 
England, and an immense congratulatory re- 
sponse by an extremely large number of the 
readers who, after all, are the important judges. 
Both of these symposia as well as the present 
review have a common aim—to concentrate in 
one place a great deal of recent, pertinent and 
useful, but scattered, information, and are pri- 
marily directed to the general surgeon who per- 
forms anorectocolonic surgery but who does not 
have ready access to surgical centers. 


EXAMINATION 


A well lubricated little finger can be inserted 
with ease into the anal canal of the newborn, 
while the index finger may be introduced easily 
into the rectum of infants and children. Endos- 
copy, preceded by a cleansing enema, but not 
by cathartics or medicated suppositories, is per- 





formed on the patient in the prone jackknife 
position, which can be effected and maintained 
by raising the patient’s pelvis on one or two 
pillows, or in the knee-chest or knee-elbow posi- 
tion on an ordinary flat table. At no time is it 
necessary or desirable to employ inverting tables 
with straps to keep the child “practically im- 
mobile.”’ Our present policy is to perform anos- 
copy and anoproctoscopy on juvenile patients 
of all ages in the office or clinic without anes- 
thetization unless a painful lesion, such as an 
acute fissure, is present. On the other hand, 
sigmoidoscopy is seldom carried out without the 
induction of anesthesia in unco-operative chil- 
dren or in those under 5 years of age. When 
an anesthetic (drop ether) is employed, the ex- 
amination is best performed in a hospital (143). 

Specialized pediatric instruments for endos- 
copy have been suggested. However, since the 
stool passed by a child is almost the size of an 
adult stool, the adult-sized endoscope (usually 
3% inch or 1.6 centimeter in diameter) is em- 
ployed for all juvenile patients except the new- 
born. Recently, one of us (137) has developed a 
sigmoidoscope with perfect proximal illumina- 
tion as well as with provision for a distal light 
which facilitates the examination greatly. 





210 International Abstracts of Surgery - September 1956 


Carefully performed endoscopy presents no 
danger to the juvenile patient (21). The diag- 
nosis of 4 cases of amebiasis and 3 cases of ulcer- 
ative colitis in infants and children was estab- 
lished on sigmoidoscopy and examination of the 
aspirated mucosal exudate. None of the 7 pa- 
tients presented diarrhea. 


MALFORMATIONS 


Colonic atresia. Single congenital atresia of the 
transverse (37, 72) and sigmoid colons (114) 
has been reported. Multiple colon atresia with 
survival has also been recorded (161). Definitive 
surgical treatment of atresia is urged rather than 
palliative procedures designed only to relieve 
the immediate obstruction of the lumen. Surgery 
should be performed soon after the diagnosis of 
colon atresia is established and should consist 
of: (a) thorough abdominal exploration; (b) 
determination of lumen patency beyond the 
point of atresia; (c) resection of the atretic bowel 
and the segment of severely distended proximal 
(large and small) bowel; (d) the performance of 
primary anastomosis, and (e) a reservoir colon 
loop should be left proximal to the anastomosis, 
if possible. Proximal colostomy is not preferred 
except for left colon atresia in an infant who is 
severely ill (161). 

Abnormal rotation. A comprehensive study of 
the surgical significance of anomalies of rotation 
is that of Gardner (38). To understand the pos- 
sible abnormalities the surgeon should have a 
clear understanding of the normal embryonic 
process of rotation and fixation of the intestinal 
tract. The primitive intestinal tract is a straight 
tube suspended in a sagittal plane on a common 
dorsal mesentery. The midgut rotates in 3 stages. 

As the primitive gut elongates, the midgut por- 
tion bulges through the umbilical cord as a 
temporary physiologic herniation. At the eighth 
week of intrauterine life this intraumbilical loop 
moves counterclockwise 90 degrees from the 
sagittal to the horizontal plane. Omphalocele 
refers to failure of rotation of the midgut loop 
beyond the first stage with retention in the um- 
bilical stalk. At about the tenth week the midgut 
loop returns to the pritoneal cavity from the um- 
bilical herniation and simultaneously rotates 180 
degrees counterclockwise about the mesenteric 
root as a pedicle. The proximal limb of the 
prearterial segment moves first, passing under 
the superior mesenteric vessels and the mesentery. 
An orderly reduction of the remainder of the 


midgut loop follows, the cecum and the ascend- 
ing colon finally resting in the right upper quad- 
rant. The duodenum stays under the superior 
mesenteric artery and the colon passes in front 
of this vessel. 

Anomalies of the second stage of rotation in- 
clude nonrotation, volvulus, malrotation, in- 
ternal hernia, and reversed rotation. 

In nonrotation, the midgut loop returns to 
the peritoneal cavity without turning beyond the 
horizontal plane occupied at the end of the first 
stage. All of the small intestine is in the right 
side of the abdomen and the colon is on the left. 
The c&cum is in the left lower quadrant of the 
abdomen and receives the terminal ileum from 
the right side. The condition may be asympto- 
matic and may be discovered incidently during 
roentgenologic examination. With defective fixa- 
tion of the mesentery, the entire midgut loop 
may twist when the pedicle at the duodeno- 
jejunal junction and the midtransverse colon is 
constricted. Volvulus may involve the entire 
small intestine when the cecum is arrested in 
the right upper quadrant and a narrow mesen- 
teric band separates the cecum from the duo- 
denojejunal junction. 

Symptoms depend upon tightness of the twist, 
intermittency, and the extent of vascular occlu- 
sion. The usual symptoms are vomiting, consti- 
pation, and abdominal pain generally beginning 
on the third or fourth day after birth. Bile in the 
vomitus eliminates congenital pyloric stenosis as 
a responsible cause. A survey roentgenogram of 
the abdomen will show a dilated stomach and 
duodenum with varying amounts of air in the 
intestine, depending upon the completeness of 
the obstruction. Barium should not be put into 
the stomach. If the roentgenogram shows that 
the entire duodenum is on the right side of the 
vertebral column or that the colon is entirely on 
the left, an anomaly of rotation may be suspected. 
Usually the cause cannot be determined without 
operation. At operation, the right half of the 
colon is abnormally placed or a firm cord rep- 
resenting the twisted root of the mesentery can 
be felt at the site of origin of the superior mes- 
enteric artery. The intestine should be completely 
eviscerated and the volvulus released. All existing 
adhesions must be divided to prevent recurrence. 

Paraduodenal or internal hernia is an im- 
prisonment of the small intestine under the 
mesentery of the right colon during the process 
of fixation of the midgut loop after rotation. The 
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wall of the sac is the mesentery of the postarterial 
segment of the terminal ileum and right colon. 
If in the second stage the midgut rotates clock- 
wise instead of counterclockwise, the transverse 
colon will lie under the superior mesenteric 
artery and the duodenum above this artery. 

In the third stage, the cecum descends from 
the subhepatic position to the right lower quad- 
rant and the mesentery of the cecum. The as- 
cending and descending colons and the duode- 
num become fixed in this final position. Defective 
fixation of the mesentery on the broad oblique 
attachment to the posterior abdominal wall pre- 
disposes to volvulus of the entire mesentery. 

Anomalies of the third stage include subhepatic 
cecum, mobile cecum, and retrocecal appendix. 

The occurrence of intra-abdominal hernias 
due to developmental and rotational intestinal 
anomalies has recently also been described in a 
most lucid manner (167). 

Reversed rotation of the midgut with resultant 
retroposition of the transverse colon, which is an 
error in the second stage of rotation, has re- 
cently been reported (155); this is the rarest of 
all developmental anomalies of the large in- 
testine. Twenty-seven such cases have been 
previously reported. Another rotational error of 
the second stage of rotation of the midgut is the 
so-called “‘left-sided colon,” a condition in which 
the entire colon including the cecum lies in the 
left side of the abdomen (126). 

Duplication. Two types of reduplication of the 
colon have been described (152). In the first 
type, the colonic duplication is not associated 
with reduplication of the urethra and bladder. 
These cases are considered diverticula derived 
from an already developed hindgut and they lie 
within the mesentery of the large intestine dorsal 
to the true colon. The other type of structure de- 
rived from the hindgut distal to the most cephalad 
position of duplication occurs in duplicate, that 
is, it includes the urethra and bladder. In the 
absence of secondary or associated anomalies 
such as imperforate anus, these cases remain 
clinically silent. Two recent articles (103, 105) 
dealt comprehensively with this problem. A case 
of solitary reduplication of the transverse colon 
has been reported (55). Gross et al. (44) use the 
term “‘duplication”’ when describing those spheri- 
caland tubular structures that are found along the 
alimentary tract with walls which contain well 
developed muscular layers and with a lining of 
mucosa similar to that of some part of the ali- 


mentary tract. These congenital malformations 
may appear anywhere from the tongue to the 
rectum, although about 40 per cent occur along 
the ileum and call for prompt surgical removal. 
Megacolon. The present status of megacolon has 
been discussed so lucidly and comprehensively 
by Lee and Bebb (71) that we have repeated 
much of their material practically verbatim. 
Credit for the first recognition of the etiology of 
true Hirschsprung’s disease should go to Dalla 
Valle of Parma and Cameron of Glasgow. The 
former described 2 autopsy cases in brothers 
and suggested that the absence of ganglia in the 
terminal segment might be present in other 
similar cases. Cameron reported 2 autopsy cases 
of Hirschsprung’s disease and definitely proposed 
that the aganglionic segment was the cause of 
the disorder in his and similar cases. He believed 
that the ganglia had been destroyed by an in- 
flammatory process. Cameron’s recognition of 
the functional obstruction resulting from para- 
sympathetic ganglion deficiency antedated the 
report of Robertson and Kernohan by 10 years. In 
1948 Whitehouse and Kernohan added 11 cases. 
Meanwhile, the work of Zuelzer and Wilson, 
and Swenson began to emphasize the signifi- 
cance of the achalasic or aganglionic segment. 
Swenson described an operation for removing 
the obstructing terminal segment without de- 
stroying the anal sphincter; this operation is a 
modification of the Maunsell-Weir technique 
(40). His results were dramatic and have pro- 
vided a solution to the megacolon problem. 
Bodian et al. pointed the way toward a rational 
method of selective diagnosis and treatment. 
Hiatt’s correlated interpretation of kymographic 
tracings from balloons implanted in the bowel 
with microscopic examination of the resected 
segments tended to elucidate the pathologic 
physiology and the mechanism of the obstructive 
process. The anatomic location of the autonomic 
imbalance is at the point of obstruction. The 
differentiation of patients who have an agan- 
glionic segment from those who do not, and 
their treatment are at times problematic. 
Megacolon falls into three general categories: 
1. Achalasic, or aganglionic, megacolon (true 
Hirschsprung’s disease), which presents a strik- 
ingly different pattern from the other two types 
of megacolon. Recognition that the parasympa- 
thetic ganglia are deficient in this segment ex- 
plains the functional obstruction. A type of mass 
contraction occurs in it without an orderly per- 
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istaltic wave. The achalasic segment nearly 
always starts at the anus and extends for a 
variable distance up the left colon, usually only 
into the sigmoid. Regardless of the level to 
which the ganglion deficiency extends, it is here 
that the obstructive process lies, and the bowel 
is dilated and hypertrophied above it. The roent- 
genographic picture is also characteristic in the 
well advanced case. The onset of the obstructive 
symptoms occurs at birth or within the first few 
days thereafter; the morbidity and mortality 
from acute obstruction are high; the obstruction 
can be relieved temporarily, but never perma- 
nently. 

2. In functional (idiopathic) megacolon the 
source of obstruction is the fecal impaction it- 
self. Frequently a spastic anal sphincter is en- 
countered, but it is uncertain whether it is the 
cause or result of the impaction. Usually faulty 
bowel care and training are the source of the 
difficulty and they may often be traced back to 
infancy. The onset, however, is never at birth. 
An occasional patient is seen in whom a con- 
genitally long and redundant colon (dolicho- 
colon of Martinotti) is present. This excessive 
absorptive surface removes too much water from 
the feces and chronic constipation results. The 
first recognized indication of the presence of 
dolichocolon may be volvulus of the sigmoid in 
adult life, but in the rare individual it may be a 
factor in the development of megacolon. Very 
few of these cases require surgical treatment 
since elongation of the bowel is much more often 
the result of constipation and obstructive impac- 
tion than the cause of it. 

3. Symptomatic or organic megacolon has 
long been recognized and separated from the 
‘idiopathic” cases. The cause of obstruction is 
grossly demonstrable, usually by digital exami- 
nation. The most common single cause in chil- 
dren is stricture following operations for im- 
perforate anus. Failure to provide adequate 
dilatation over a long enough period of time 
permits progressive cicatricial narrowing of the 
surgically produced anal opening. Bowel move- 
ment becomes increasingly difficult and painful, 
and, as fecal impaction develops and persists, an 
extensive megacolon may result. Other causes of 
obstruction may be intrinsic or extrinsic tumors 
and the rare congenital stricture of Type I 
anorectal anomaly (Ladd and Gross). Usually 
the symptoms develop slowly. They represent a 
compounding of such elements as the progress 


of the stricture or tumor with the transition 
from soft to formed stools in late infancy. 

The rational treatment of achalasic or agan- 
glionic megacolon is removal of the obstructing 
segment by means of Swenson’s operation or 
Hiatt’s modification thereof. 

When only a part of the colon is dilated and 
hypertrophied, and when it is possible to obtain 
a segment of a size readily compatible with para- 
anal anastomosis, the one-stage procedure of 
Swenson is preferred. Patients with acute ob- 
struction in whom the impaction cannot be 
relieved or the bowel decompressed and cleared 
by enemas require a preliminary colostomy. 
Treatment of functional megacolon depends 
upon the nature of the obstruction. Stricture de- 
mands dilatation combined with medical re- 
habilitation of bowel function. Frequently the 
stricture is so narrow and firm that the initial 
dilatations must be done under general anes- 
thesia. Thereafter, digital dilatation without 
anesthesia is continued. In the rare cases of 
stricture that is not amenable to dilation, a 
plastic procedure may be required. When the 
obstruction is due to either an intrinsic or ex- 
trinsic tumor, operation is mandatory. Lee’s 
ideas have been endorsed by others (74, 46). 

The use of tap water for enemas in megacolon 
may result in sudden “‘water intoxication.’ Cases 
of sudden and unexplained fatal collapse may 
occur when the patient appears to be getting 
along well on conservative management. There 
is a sharp drop in the plasma sodium, chloride, 
and proteins, and in the serum potassium, and a 
rise in the plasma volume. Apparently the hyper- 
trophied and dilated bowel absorbs water much 
more rapidly than does the normal colon and 
the disturbance of electrolyte balance, especially 
of sodium, may be fatal. This danger is common 
to all types of megacolon. It is obvious that tap 
water should not be used for decompressive 
enemas; isotonic saline solution can be safely 
used except in patients with impaired cardiac or 
renal reserve. For the latter cases a 7 per cent 
gelatin solution is recommended. In a more 
recent article, Hiatt (108) advised that barium 
salts used in diagnostic enemas in suspected 
cases of congenital megacolon should be sus- 
pended in isotonic chloride solution rather than 
in water. The hazards of enemas in this disorder 
have been re-emphasized recently (1 23). Paren- 
thetically, the seriousness of water intoxication 
following routine cleansing enemas has also been 
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greatly underestimated; this is true particularly 
in infants in whom intracolonic hypotonic solu- 
tions may cause disequilibrium of the electrolytes 
and an increase in the blood volume which will 
lead to pulmonary edema and convulsions. It 
may not be amiss to pomt out that the present 
popularity of small hypertonic enema solutions 
may cause undesirable electrolyte disequilibrium 
in patients suffering from nephritis, heart disease, 
and other conditions, who may be on low sodium 
or other types of restricted diets. 

The roentgenographic and fluoroscopic ap- 
pearance of the variations in the aganglionic 
contraction have been well described and illus- 
trated recently (62). 

Swenson (127), in a follow-up report on 82 
patients treated by resection of the rectum and 
rectosigmoid, stated that these patients have 
been permanently relieved of their symptoms 
and that all have anal continence. 

Rectal biopsy is advocated as an aid in those 
cases in which the diagnosis of Hirschsprung’s 
disease is found to be difficult. The indications 
for biopsy are given as follows: (1) when the colon 
has been deactivated by colostomy for from 6 
to 12 months and the typical roentgen ray evi- 
dence has disappeared; (2) when the whole colon 
is aganglionic, especially in the newborn; (3) 
infants with a low-lying but short lesion; and 
(4) patients with diarrhea or other symptoms of 
dysfunction of the large intestine instead of the 
conventional chronic constipation (130). The 
technique of rectal biopsy is as follows: 

Under general anesthesia the patient is placed 
on his side near the end of the table. The anus 
is gently dilated. A longitudinal incision 1 centi- 
meter in length is made through the mucosa on 
the side of the anal canal, beginning at the 
white line of Hilton and extending up between 
the columns of Morgagni. By means of blunt 
dissection the mucosa is readily separated from 
the internal sphincter and rectal wall. The in- 
ternal sphincter is a white, firm muscle band 
and is a direct continuation of the smooth mus- 
cle layers of the rectum. A segment of this muscle 
measuring 5 to 10 millimeters and extending 
from the internal sphincter into the rectum is 
excised for biopsy. Since the ganglion cells are 
between the circular and longitudinal layers both 
layers must be included in the biopsy. Bleeding 
is troublesome and is best controlled with fine 
chromic catgut sutures placed along the cut 
edges of the mucosa. The incision is left open to 


prevent infection. The specimen of smooth mus- 
cle excised for biopsy is fixed in formalin and 
multiple sections are prepared. If, after careful 
study of these sections, no ganglion cells are 
found, the diagnosis of Hirschsprung’s disease 
is established. In control material from 10 ca- 
davers with normal colons, ganglion cells were 
found. Severe bleeding in 1 patient was the only 
complication among 40 children in whom this 
type of rectal biopsy was performed. In 19 chil- 
dren no ganglion cells were found, which estab- 
lished the unequivocal diagnosis. The remaining 
21 patients showed ganglion cells in the speci- 
mens, which pointed to a diagnosis of chronic 
constipation that was confirmed by the success 
of subsequent conservative treatment. 

Frozen section control of the adequacy of re- 
section of the large intestine is said to be simple, 
rapid, and reliable, and guides the surgeon at the 
time of the operation. This should improve the 
end results of surgical therapy (66). 

Resection of only the dilated segment of the 
colon, in contrast to resection of the distal nar- 
rowed segment, was performed in 3 patients with 
Hirschsprung’s disease and is said to have yielded 
uniformly satisfactory results (111). After resec- 
tion of the dilated segment, the distal narrowed 
segment returned to nearly normal caliber, dis- 
tensibility, and propulsion. There had been no 
recurrence to the time of the writing of this paper. 
It is believed that resection of either the nar- 
rowed or dilated colonic segment results in 
equally good results and that the anatomic and 
physiologic basis for preferential selection of 
either procedure is not yet at hand. 

Of importance also is another report (121) 
dealing with 16 patients in whom there was 
utilized a one stage transabdominal operation 
that eliminated the narrowed terminal segment 
of the sigmoid and portions of the colon which 
showed no peristaltic activity roentgenographic- 
ally. The residual colon was then anastomosed 
to the upper portion of the rectum at a distance 
of 6 to 10 centimeters from the anal margin. 
Fifteen of these patients had excellent results. 
The rectum was saved in order to avoid damage 
to the nervi erigentes. This operation has also 
been performed on 2 patients with megarectum 
and pseudomegacolon (122). 

Three cases of Hirschsprung’s disease involv- 
ing the entire colon were successfully treated by 
total colectomy and ileoproctostomy. Because of 
the satisfactory results following this operation 











it is recommended whenever the aganglionic de- 
fect in the myenteric plexus extends throughout 
or involves the entire colon (128). 

The occasional association of megaloureters 
with Hirschsprung’s disease suggested a common 
congenital anomaly or defect in the pelvic para- 
sympathetic system. Study of the urinary bladder 
revealed a diminution of ganglion cells in pa- 
tients with megaloureters (129). 

As already alluded to, a preliminary sigmoid 
colostomy has been suggested for patients with 
Hirschsprung’s disease when (a) almost com- 
plete colonic obstruction exists in which the dis- 
tention cannot be controlled or reduced by 
irrigations, and (b) in the presence of an ex- 
tremely poor general condition that makes pri- 
mary resection hazardous. The colostomy stoma 
is removed with the distal aganglionic colon at 
the time of definitive operation (131). 

Five cases of Hirschsprung’s disease occurring 
in the newborn have been presented (68). Three 
of the babies died because this condition was 


probably not recognized early enough. Vomiting | 


and abdominal distention with deficiency of the 
fecal output are the first symptoms and are 
usually obvious within 24 to 48 hours after 
birth. A palpable narrowing of the rectal ampulla 
is often noted. The significant roentgenologic 
findings include: (1) dilatation of both the small 
and large intestine on the plain film with ab- 
sence of air in the rectum, (2) disparity in the 
diameter between the rectum and colon proximal 
to the obstruction by barium enema, and (3) 
poor evacuation with retention of barium in the 
colon for at least 24 hours. The objective of 
treatment is the permanent elimination of a func- 
tional obstruction of the distal colon and rectum; 
conservative treatment is justified as long as there 
is definite evidence of relief of this obstruction. 
When conservative management does not suc- 
cessfully relieve obstruction and re-establish nor- 
mal digestive function within a week, surgical 
intervention is indicated. Colostomy is the pro- 
cedure of choice, with the preferable site imme- 
diately proximal to the aganglionic segment. 
Primary resection of the aganglionic area is in- 
advisable. Multiple biopsies of the wall of the 
rectum and colon at laparotomy are also advo- 
cated in order to establish the diagnosis unequi- 
vocally, to verify the presence of normal ganglia 
at the level of colostomy, and to aid in the plan- 
ning of the resection. Immediate frozen section 
examination can adequately demonstrate the 
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presence or absence of ganglia. It is recom- 
mended that definitive surgery with resection of 
the aganglionic segment and restoration of nor- 
mal intestinal continuity be postponed until the 
second or third year of life. Dilatation of the 
colon should be considered in the case of every 
infant with symptoms or signs of intestinal ob- 
struction, particularly when no mechanical block 
is demonstrated roentgenologically. 

Microcolon. Lee and MacMillan stated that no 
authentic case of microcolon has ever been ob- 
served, and that no such primary anomaly 
exists (72). A rare exception, however, was re- 
ported by Joseph (59). 

Anorectal deformities; atresia. A host of articles 
dealing with this problem have appeared in the 
recent literature. Moore and Lawrence (84) 
stated that few congenital anomalies are so often 
accompanied by other malformations as are those 
involving the anus and rectum. Nearly half the 
deaths in anorectal cases were due to related 
abnormalities. To prevent fatal complications, 
concomitant correctable lesions such as atresia 
of the esophagus and cardiac defects should be 
recognized without delay. 

Anorectal atresias are classified as type 1 when 
the rectum or anus is narrowed, type 2 when a 
blind rectal pouch is situated quite low, type 3 
when the pouch is separated from the anus by 
several centimeters, and type 4 when the atresia 
is high and associated with an apparently normal 
anus and lower rectum. Other abnormalities 
appear most frequently with types 3 and 4. The 
urinary tract is affected in about 1 of 3 cases, 
not including rectourinary fistula. Megaloureter 
and hydronephrosis are common. From 10 to 
20 per cent of the children will probably be 
mental defectives because of associated cerebral 
lesions. 

Koop (69) believes that the perineal approach 
should be limited to patients with a distance 
between the colon and anus of 1.5 centimeters. 
Colostomy should be limited to patients of pre- 
mature weight and those in whom concomitant 
problems contraindicate more extensive surgery. 
Such a colostomy should be placed in the left 
half of the transverse colon in order to leave the 
sigmoid for later definitive surgery. 

The combined abdominoperineal pull-through 
procedure used on the remainder of the patients 
with imperforate anus has proved to be safe and 
effective. Of 16 such newborn patients he has 
lost but one, and in those now old enough to 
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assess, the anus appears to be continent except 
during bouts of diarrhea. 

Inasmuch as transverse colostomy no longer 
carries a high mortality, it is suggested that such 
a procedure be carried out initially if circum- 
stances do not permit an immediate definitive 
operation. 

Arnheim (4) and Santulli (115) have reported 
on the surgical correction of a sizeable series of 
atresias with associated fistulas. Most recently 
Potts et al. (97) dealt very lucidly with 22 recto- 
vaginal fistulas, 8 rectourethral fistulas, 9 recto- 
perineal fistulas, and 12 rectovesical fistulas that 
were complicated by congenital imperforate 
anus. Although 26 female infants had either 
rectovaginal or rectovesical fistulas, none had a 
rectovesical or rectourethral communication. 
Forty-one patients were operated upon during 
the neonatal period; the remainder were seen 
at ages varying from 2 months to 7 years, pre- 
vious to which treatment had been given else- 
where. 

The diagnosis, preoperative preparation, oper- 
ative techniques for the various types of fistulas, 
postoperative care and complications, mortality 
rate, and results are described and illustrated. 

Colostomies are rarely performed for congeni- 
tal anomalies of the rectum largely as a result of 
the availability of antibiotics. A combined ab- 
dominoperineal operation is used for patients 
with rectovesical and rectourethral fistulas. For 
infants with rectovaginal or rectoperineal fis- 
tulas these authors devised a new operation that 
results in the formation of a nearly normal rec- 
tum. ; 

Potts emphasized the preservation of the 
sphincter and working through its rather tiny 
orifice. Also important is the making of a rela- 
tively small anal orifice which can be dilated, 
rather than a relatively large one that can never 
besatisfactorily closed. Dilatation of the new anal 
orifice by the mother with her little finger is of 
incalculable importance. 

Cochran (22) reported the occurrence of im- 
perforate anus in brothers born 3 years apart. 
No other child had been born to the parents at 

the time of the publication of this article. A case 
of imperforate anus with a rectoperineal fistula 
and an absence of both vagina and uterus has 
been recorded (22A). A successful technique of 
repair is described. 

Gross and Ferguson (43) successfully operated 
on 7 premature babies with imperforate anus. 
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They also discussed the problems and hazards 
that are peculiar to the surgical management of 
premature babies. Surgical therapy requires 
delicate supervision because prematurity imposes 
physiologic limitations upon a newborn infant, 
especially when a major congenital malforma- 
tion is added to these drawbacks. 

Because of a relatively larger body surface 
area, the premature infant must have a greater 
cardiac output than a full term infant, an ex- 
penditure made at the expense of cardiovascular 
reserve. Blood volume alteration occurs easily 
during overhydration, shock, or blood loss. The 
bowel is prone to distention because of the 
greater development of secretory and absorbing 
surfaces than of supporting musculature. Gastric 
hydrochloric acid is extremely high for a short 
time after birth and may possibly account for 
the formation of perforating peptic ulcer of the 
newborn. The kidneys in a premature child are 
not completely mature at birth. Despite slight 
metabolic acidosis, a normal px of the blood is 
maintained by a compensating low carbon- 
dioxide content. Therefore, if dehydration re- 
sults from fluid loss, serious acidosis may develop. 

On admission to the hospital, the premature 
infant requiring surgical intervention should be 
placed in an incubator which provides an ad- 
justable, constant temperature and humidity. 
Only the most necessary diagnostic or thera- 
peutic manipulations and laboratory studies are 
allowed. Administration of oxygen and whole 
blood, alleviation of intestinal distention, and re- 
moval of excess mucus may be of assistance to the 
respiratory system. Pneumonia is always a threat. 
Vitamin K, antibiotics, and atropine are given 
preoperatively without drug sedation. The child 
is transported to the operating room in a warm 
bassinette with a plexiglass cover, oxygen being 
given on the way. The extremities are swathed 
in a sheet wadding to preserve body heat. A vein 
cutdown, done usually under local anesthesia, 
should be performed for blood infusion. 

Local anesthesia plus oral sedation with a 
brandy nipple is quite safe, but has serious limi- 
tations if the abdomen is distended or if the 
chest must be opened. Cyclopropane provides 
safe, easy anesthesia in such cases. Intratracheal 
intubation should never be used except in an 
emergency. The surgical maneuvers should be 
fast, simple, and as gentle as possible. Sutures 
must be very fine and should include only small 
amounts of tissue. Bandages are securely but 
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loosely applied, and the drains should be well 
fastened. Extreme care must be taken to avoid 
overhydration. For 4 to 5 days postoperatively, 
an infant who is taking nothing by mouth should 
not be given parenterally more than 30 cubic 
centimeters per pound each 24 hours, and this 
amount should be divided into 2 or 3 adminis- 
trations. The kidneys can excrete only small 
amounts of salt, therefore electrolyte-containing 
solutions cannot be given promiscuously. When 
treating severe acidosis, sodium bicarbonate or 
sodium lactate may be required, but in most in- 
stances the correction of dehydration by the ad- 
ministration of 10 per cent dextrose in water will 
improve the electrolyte pattern. The frequent 
intravenous use of blood, plasma, or salt-poor 
albumin increases the efficiency of the circulatory 
and respiratory systems and elevates the plasma 
protein levels. Repeated small infusions are 
safer and more beneficial than single infusions 
of large volume. 

Premature infants generally have poor sucking 
action and tire easily. Gavage feedings conserve 
their energy. 

The pharyngeal and esophageal mucosa is 
easily traumatized. Gastric decompression should 
be accomplished by passing a small catheter into 
the stomach for deflation every 3 or 4 hours, and 
then immediately withdrawing the tube. A suc- 
tion apparatus and infant’s laryngoscope with 
suitable intratracheal tubes should be near in 
case of postoperative respiratory complications. 

Very small oral or subcutaneous doses of 
phenobarbital every 6 to 8 hours help relieve 
pain and restlessness. Penicillin given parenter- 
ally, 30,000 units in 24 hours, and streptomycin, 
10 milligrams per pound per 24 hours, are the 
best antibiotics to administer immediately after 
operation. Chlortetracycline or oxytetracycline 
may be given by mouth later, but are not given 
intravenously. Antibiotics are discontinued if 
thrush appears and sulfadiazine, 0.25 of a grain 

(0.015 gram) per pound for 24 hours, is used. 

Despite the small size and critical condition of 
many premature infants requiring surgery, the 
operative mortality rate is extremely low. More 

than half will survive to leave the hospital if the 
physiologic limitations are considered during 
treatment. 

Of interest is the report of the case of a 27 
year old man with a type III imperforate anus 
and rectourethral fistula who was successfully 
operated upon (29). This is believed to be the 


only survivor on record without definitive surgery 
until that age. 

Bands. The problem of congenital median 
bands of the anus has recently been discussed (8). 
The treatment in such cases consisted of simple 
excision of the band of tissue plus anal dilatations. 

Stricture. Harris et al. have discussed the inci- 
dence and significance of anorectal rings in 
infancy (49). They believe that most anorectal 
rings in newborn infants dilate spontaneously, 
require no treatment, and usually do not account 
for the symptoms often ascribed to such lesions. 
An anorectal ring can be discerned by careful 
anorectal palpation, preferably with the bare 
fifth finger and a small amount of lubricant. 
Blood was not observed on the finger or passed 
after the examination in more than 1,700 such 
examinations. Complete rectal examination is 
not necessary, and actually may tear or obliterate 
the ring. Rings are graded on the basis of the 
estimated lumen. A grade 1 ring has a lumen 
larger than 15 millimeters, a grade 2 ring has a 
lumen of 8 to 15 millimeters, and a grade 3 ring 
has a lumen of less than 8 millimeters. 

Most anorectal rings dilate and disappear dur- 
ing the first week of life with the passage of 
meconium and stools. The incidence of constipa- 
tion, colic, blood in the stool, excessive straining, 
distention, tear of the anal skin, and crying with 
defecation is no greater in an infant with an 
anorectal ring than in one with no ring. A 
thick, fibrous anorectal ring which does not di- 
late spontaneously may cause obstructive symp- 
toms and require treatment, but this is rare. 
Anorectal rings were found in 13.8 per cent of 
1,716 consecutive newborn infants and occurred 
four times as often in female as in male patients. 

Brown and Schoen (16) found 39 congenital 
anorectal strictures during routine examinations 
of 100 consecutive babies seen in a well-baby 
clinic. Only 9 of these strictures caused symp- 

toms. The treatment consisted of dilatation by 
means of flexible rubber dilators that were lubri- 
cated with a special proprietary preparation. 
One may disagree with these authors in their use 
of dilators as well as of the special lubricant. In 
our experience, digital dilatation is far preferable 
to instrumental dilatation, even if “flexible rub- 
ber dilators” are employed. Utmost gentleness 
should be practiced in dilatations as mild to 
moderate shock may be produced. We also avoid 
the use of lubricants that contain anesthetic and 
related agents such as the one containing 4.5 
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per cent of ethyl aminobenzoate (benzocaine), 
1.75 per cent of carbolic acid, 0.5 per cent of 
menthol, and 0.25 per cent of ephedrine in an 
oil base, a mixture that is marketed as “‘rectal- 
gan.” These drugs are strong cutaneous sensi- 
tizers even in adult skins (70). 
Semidense, fibrous semilunar strictures oc- 
cupying the posterior and lateral walls of the 
rectum that fail to respond to digital dilatations 
are best treated by electrothermic resection with 
the aid of a high frequency double loop resector, 
in a manner quite similar to the transurethral 
resection of median bands at the vesical neck 
(145). 
It may not be amiss to refer here to postopera- 
tive anal stenosis, which is usually the product 
of advertent or inadvertent removal of too much 
elastic integument or of failure to preserve enough 
skin and mucosa between wounds. As a rule, this 
complication is corrected by an appropriate oper- 
ation. Ant (2), however, treated this condition 
by means of suppositories containing vitamin E 
and alpha tocopherol. In criticism, Peskin (91) 
pertinently noted that of the 20 cases reported 
by Ant none had been operated upon, and that 
most of the patients had lesions that usually 
either disappeared spontaneously or responded 
to simple therapy. The one case “borrowed” 
from a proctologist had a questionable postopera- 
tive stenosis of the anal canal. This appears to 
be the height of ‘‘vitamania.” 
Incontinence. Bill et al. (9) treated 2 children 
with urinary and fecal incontinence due to con- 
genital anomalies by transplanting the ureters 
into one end of an isolated segment of ileum; 
the other end was brought out on the abdominal 
wall to act as a urinary conduit. The fecal incon- 
tinence was controlled by a constipating diet 
and enemas. Gross et al. (45) discussed the man- 
agement of this problem in great detail. They 
realize that surgical therapy never ends with en- 
tire satisfaction to the patient or surgeon. 
Pickrell e¢ al. (94) reconstructed the anal 
sphincter by transplanting the gracilis muscle and 
thus restoring anal continence in 12 children. 
Anal incontinence in 11 of these children was 
caused by neurologic malformations which af- 
fected the nerve supply of the perineum and 
tectum. These 11 children were incontinent from 
birth. They had been considered incurable or 
hopelessly beyond the realm or hope of recon- 
struction. The optimum age for this operation is 
vetween the ages of 4 and 5 years, and spares the 
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child the psychological insult of incontinence at 
school. The continence is voluntary and con- 
trolled, but is not so automatic as the normal 
sphincter mechanism. This new and original 
operation is now also being utilized for the con- 
struction of a sphincter for the correction of 
urinary incontinence (93). In his last article, 
Pickrell (95) redescribed this operation and 
stated that he performed it with a uniform degree 
of success in more than 30 children and adults 
ranging from 3 to 72 years of age. 


TERATOMAS 


Sacrococcygeal teratomas are among the most 
common large tumors seen in the first 3 months 
of life, arising between the sacrum and the rec- 
tum (106). The diagnosis may be missed by the 
failure to examine the rectum. The growth 
should be removed immediately after birth, 
when recovery is most likely. Delay may result 
in fatal ulceration, infection, rectal or urinary 
blockade, or a malignant change. 

Teratomas probably originate in the fetus 
when embryonic tissue escapes from the forces 
that are responsible for the development into 
mature structures. Some growths are huge, but a 
few are invisible externally or small enough to 
be mistaken for a nevus. The outer diameter 
may range from 2 to 44 centimeters. Many 
tumors are composed of one large and a few 
minor cysts with thick, fluctuant, jellylike con- 
tents and possibly calcified areas. Practically all 
body tissues mingle in the greatest confusion, 
chiefly squamous epithelium, skin appendages, 
the brain, glia, intestinal mucosa, cartilage, fat, 
and striated muscle. Teeth, hair, metatarsal 
bones, or intestinal segments may be en- 
countered, while whole organs rarely appear. 
Most teratomas are noted at birth. However, 
some lesions are neglected until adult years. 
About 17 per cent become malignant, usually as 
adenocarcinomas, at about 10 months of age. 

The symptoms and signs of this lesion include 
bowel obstruction, bleeding, stoppage of the 
urethra, fistula, sinus, ruptured bladder, and 
peritonitis. Pain or discomfort sometimes causes 
the child to assume a certain characteristic posi- 
tion. Sacrococcygeal teratoma can be mistaken 
for several different conditions, including heman- 
gioma and other tumors confined to the buttocks. 
With meningocele, pressure changes are trans- 
mitted to the fontanels. Neurogenic tumors of 
the pelvis and perineum do not often elevate the 








coccyx and are nodular without calcification. 
Chordomas appear later than teratomas and 
seldom involve the buttocks. Roentgenograms 
may show the neoplasms and the displaced sac- 
rum and coccyx. Myelography is done only to 
exclude a meningocele; aspiration biopsy should 
be avoided. Female patients are affected more 
frequently (54). 

A newborn infant tolerates surgery remarkably 
well. If the child’s general condition is poor, a 
few days may be allowed for preoperative trans- 
fusion and chemotherapy. A leg vein is can- 
nulated for a continuous transfusion, and a 
vertical eliptical incision is made to obtain most 
of the redundant skin with the mass. To prevent 
accidental injury, the tumor is lifted into the 
wound by an assistant’s finger in the rectum or 
a balloon is inserted. The tumor is excised en 
bloc, the sacral attachment being left to the last. 
Bleeding is controlled with the cautery, and the 
lateral sacral arteries are secured before division. 
The coccyx and part of the sacrum may be re- 
moved. The presacral area is palpated for seg- 
ments not obviously connected with other parts 
of the growth. A fistula between the tumor and 
rectum is safely closed without colostomy in the 
preponderance of cases. The large dead space 
in the pelvis is drained, and a pressure dressing 
is applied. Repeated aspiration may be necessary. 
Incomplete removal of a supposedly benign tera- 
toma is at times succeeded by a rapid malignant 
recurrence. Irradiation does not cure, but may 
relieve symptoms of metastasis. 

Gross et al. (42) have reported a series of 40 
patients seen at their clinic. They illustrated their 
operative technique extremely well. Several other 
articles, dealing with only 1 or 2 cases, have also 
been published recently. 


BLEEDING 


Since blood originating in a lesion in the upper 
intestinal tract, stomach, esophagus, or even the 
mouth and nose may at times appear as melena, 
this discussion embraces all types inclusive of 
gastrointestinal bleeding. Brayton and Norris 
(11) believe that early diagnosis is most essential. 
Excluding cases of trauma, no primary gastro- 
intestinal hemorrhage in infants or children 
necessitates emergency surgery other than the 
occasional use of balloon tamponade of the 
esophagus. 

Before transfusions are started, sufficient blood 
should be drawn for blood studies, including 
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typing and crossmatching, complete blood count, 
platelet count, bleeding and clotting times, pro- 
thrombin time, and, possibly, clot retraction 
time. Any gross abnormality of the blood other 
than secondary anemia or moderate leucocytosis 
should be assumed to indicate a dyscrasia as the 
cause of bleeding until proved otherwise. 

If the results of the initial blood studies are 
normal, local investigation of the gastrointestinal 
tract by roentgenographic or other means should 
be done as soon as the circulation is stabilized, 
whether or not the hemorrhage has ceased. In 
most cases the cause is readily apparent, but in 
some cases it is determined only after extensive 
investigation if at all. 

In Brayton and Norris’s series of 428 infants 
and children with bleeding from the alimentary 
tract who had been seen during a 15 year period, 
the diagnosis of the cause was difficult in 15 per 
cent and impossible in 6 per cent. 

Hemorrhage may be the primary and leading 
sign but is more often a secondary or incidental 
factor of another disease or syndrome. Local 
gastrointestinal lesions are responsible for 60 per 
cent of alimentary tract hemorrhages during the 
pediatric age. In the upper tract, esophageal 
varices, peptic ulcer, hiatus hernia, and acute 
gastritis may produce bleeding. Varices are the 
most common cause of hematemesis. The only 
fatal hemorrhages from local lesions in these au- 
thors’ series resulted from esophageal varices 
before the use of balloon tamponade. Lower in- 
testinal lesions included intussusception, polyps 
of the colon and rectum, Meckel’s diverticulum, 
hemangioma, congenital stenosis of the colon, 
and local anorectal conditions. Bloody stools 
appeared in more than 60 per cent of the cases 
of intussusception. With polyps, the blood is 
usually liquid, bright red and is found on the 
surface of the stool. Hematochezia with clots, 
accompanied by a definite reduction in the hemo- 
globin, may indicate Meckel’s diverticulum, but 
it is not pathognomonic. Since the lesion can 
be demonstrated only by operation, the possi- 
bility of other sources of bleeding should be 
eliminated before laparotomy is done. Anorectal 
conditions, such as anal fissure, cryptitis, imper- 
forate anus, low rectovaginal fistula, and irrita- 
tion by hard stools, produce bright red liquid 
blood usually outside of the stool. General gas- 
trointestinal factors, such as enterocolitis, ulcer- 
ative colitis, persistent vomiting, constipation 
with impaction, trauma, and swallowed blood 
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and other foreign materials, may produce bleed- 
ing. 

A blood dyscrasia is the most likely cause of 
fresh blood from both alimentary orifices, but 
all types and combinations of hemorrhage may 
be seen with purpura. 

Potts et al. (90) stated that of the 202 patients 
with intestinal bleeding seen during a recent 5 
year period, 89 per cent had bleeding from the 
rectum. Intussusception, enterocolitis, anal fis- 
sure, Meckel’s diverticulum, and polyps were 
the most common known causes. Polyps low in 
the rectum usually produce bright red blood. 
Bleeding is moderate to severe and is frequently 
followed by a bowel movement; freshly clotted 
blood may then be passed. Polyps in the colon 
ordinarily produce severe anemia instead of gross 
hemorrhage. When the rectal bleeding occurs 
the blood is bright red and either covers or is 
mixed with, the feces. In anal fissure bright red 
blood may cover the stool. Slight bleeding occurs 
in about 10 per cent of all cases of enterocolitis 
and disappears when the diarrhea ceases. Blood 
loss is also caused by proctitis, ulcerative colitis, 
rectal prolapse, and anal fistula. 

A significant number of cases of rectal bleed- 
ing for which no definite etiology can be found 
are seen in the neonatal period. These are prob- 
ably associated with slight hypothrombinemia. 
Usually one brief episode occurs and conservative 
management, including the administration of 
vitamin K, is adequate. 

In a review of the causes and over-all prog- 
nosis of a series of 143 patients with bleeding via 
the anal canal, chronic recurrent intussuscep- 
tion of the sigmoid, a previously unreported 
entity, was described as a cause of bleeding from 
the rectum (65). We have seen or suspected this 
lesion on a number of occasions. 


ADENOMAS 


Discrete. In recent years there has been an ex- 
treme paucity of published material dealing with 
discrete adenomas in juvenile patients, although 
in our private and clinic practice this lesion is 
of quite frequent occurrence. This lesion is re- 
puted to undergo spontaneous amputation. This 
point is mentioned by Harris who has observed 
8 such cases in a reported experience with 70 
adenomas. He particularly pointed out that 
whereas polyps are found in children younger 
than 12 years of age, none was discernible be- 
tween the ages of 12 to 19 in his series of 70 
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cases. Harris (48) posed the question as to 
whether adenomas are amputated spontaneously 
during the second decade of life. We, on the 
other hand, have only encountered one probable 
self-amputation of a polyp in a series of almost 
100 cases (149). 

The exact incidence of adenomas in infants 
and children is unknown. At postmortem exam- 
ination Helwig (53) noted an incidence of about 
3 per cent in a study of 449 persons under 21 
years of age who had died of noncolonic dis- 
orders; no adenomas were observed during the 
first year of life. The sigmoidoscopic studies con- 
ducted by one of us (R.T.) some 12 years ago 
yielded 2 adenomas in 105 apparently normal 
children who ranged in age between 6 and 16 
years. However, Kerr’s (64) experience with 349 
juvenile patients with such symptoms as bleed- 
ing, protrusion from the anus, and pain in the 
lower abdomen revealed solitary adenomas in 
68 and multiple adenomas in 32 patients. 

The diagnosis is usually made on the basis of 
history, digital exploration, endoscopy, and 
double contrast roentgenography (barium sul- 
fate and air). Wietersen (159) described the 
routine use of the high kilovoltage technique for 
the detection of polyps. 

The value of colotomy and coloscopy in 
juvenile patients remains to be assessed. In 2 
adults, coloscopy through colotomy had yielded 
additional adenomas. However, at autopsy per- 
formed in less than a fortnight from the time of 
operation, additional adenomas were observed 
that had apparently been missed on coloscopy. 
This limited but unique experience points up an 
important deficiency of endoscopy of the colon 
at the time of operation. To our knowledge, such 
and other failures have not yet been reported. 

Unlike familial polyposis which is a heredo- 
familial disease transmitted by genes or caused 
by gene mutation and behaving as a mendelian 
dominant and as both a dominant and recessive 
in successive generations, either solitary or scat- 
tered multiple discrete adenomas of the colon 
are not considered hereditary. However, the 
studies by one of us (140, 141) of 2 families, 
although extremely incomplete as many of the 
members of the involved families had not been 
examined, and studies reported by others re- 
cently (163) suggest that discrete, solitary or 
scattered adenomas may occur in several gener- 
ations of the same family; two additional fami- 
lies are now under our scrutiny. For the present, 
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these observations impose an impossible obliga- 
tion on the clinician to perform sigmoidoscopy 
and, if possible, also proper roentgenography, 
on all members of the family of patients with 
discrete adenomas of the rectum and colon (149). 

The morphology of the histologic architecture 
of discrete adenomas of the colon and rectum of 
juvenile patients is similar to that of adults ex- 
cept for a greater amount of connective tissue 
stroma and a greater amount of inflammatory 
cell infiltration (138) with a preponderance of 
eosinophils in some cases (19). 

The occurrence of malignancy in juvenile 
adenomas has been reported from time to time 
(116). We maintain an open mind because 
theoretically such transformation is a distinct 
possibility, but we are prejudiced against this 
thought because our data and experience have 
not yet revealed such an occurrence to date, thus 
confirming Helwig’s observations (53). Appar- 
ently not all pathologists agree as to the precise 
diagnostic histologic criteria of malignant con- 
ditions. It is imperative that writers on adeno- 
mas should state the criteria of their microscopic 
examination so that the reader will readily know 
the basis for their diagnosis. Furthermore, the 
clinician should effect a close liaison with his 
pathologist and talk the same language. It would, 
of course, be ideal if the pathologists would agree 
among themselves as to the diagnostic criteria 
and would adopt a universal classification. Dif- 
ferent pathologists infrequently render contrary 
views on the same specimen. In doubtful cases 
some pathologists render the diagnosis of a ma- 
lignant condition largely in the fear of missing 
one. It is appreciated that the differentiation 
between hyperplasia and malignant neoplasia is 
at times difficult because the dividing line is not 
always sharp or distinct, and may vary with the 
pathologist’s critical discrimination of interpre- 
tation. Also, the criteria for the early diagnosis 
of cancer in adenomas, particularly that of the 
noninvasive variety, differ enormously with the 
experience and perhaps the philosophy of the 
pathologist. It is noteworthy that, while benign 
colonic adenomas in juvenile patients are inci- 
dentally found at routine autopsy after death 
from other causes, incidental cancer must be an 
extremely rare finding as judged by our inability 
to find a single reference to such an occurrence. 

To us cancer denotes both clinical and path- 
ologic proof of malignant behavior. Studies in 
adults have indicated that pathologically, non- 


invasive malignant adenomas are cancer, but 
clinically they behave as benign lesions. The 
term “premalignant,” or “‘precancerous,” as ap- 
plied to adenomas is essentially a statistical one 
which indicates an increased probability of the 
development of cancer. Another term infre- 
quently encountered is “carcinoma in situ,” 
which denotes an intraepithelial cancer that has 
not yet become invasive. For the present it is 
best to avoid these terms and to designate malig- 
nant changes in adenomas as invasive or non- 
invasive cancer. Grading of adenomas is decid- 
edly unwise. The present chaos of names has 
clouded our clear ideas and thoughts. These 
matters are not only of academic but of practical 
import. 

A word about biopsy: We do not believe in 
fractional biopsy because the removal of a bit 
of tissue from the surface or summit of a polyp 
does not usually reveal the character of the body 
at the base of the lesion. We practice ‘“‘total 
biopsy”’ or the removal of the entire adenoma at 
its base in one piece or in several large segments, 
which has real diagnostic and at the same time 
therapeutic value. Tiny lesions should not be 
removed by electrothermia as most of the tissue 
will be rendered useless for microscopy. Paren- 
thetically, because of many limitations, we have 
great reservations about diagnosis based on a 
frozen section of unfixed tissue as the best 
pathologists can be deceived in both directions. 
Infrequently, a benign biopsy in the frozen sec- 
tion may prove to be malignant in the paraffin 
section and vice versa. 

Harris disposed of the polyps situated within 
the reach of the endoscope by means of electro- 
thermia, using the high frequency snare for 
adenomas situated below the peritoneal reflection 
and coagulation in situ for those located above 
the reflection. We, however, employ the snare 
whenever the polyp can be visualized well and 
the pedicle can be looped with relative ease re- 
gardless of the anatomic site of the lesion. In this 
manner the entire lesion is procured for histo- 
pathologic examination. Like Hayden (51), we 
have never encountered intrarectal explosions. 
Polypectomy through transabdominal colotomy 
was employed by Harris in 12 instances for 
lesions situated beyond the reach of the scope. 
This is a satisfactory operation. In adults, seg- 
mental resection of the adenoma-bearing seg- 
ment of the colon has recently again been 
advocated for the extirpation of solitary pedun- 
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culate adenomas because of the infrequent find- 
ing of carcinoma within the polyp. This proce- 
dure appears unnecessary in juvenile patients as 
malignant areas in solitary adenomas or in the 
mesenteric lymph nodes occur rarely, if ever. 

The principles of preoperative sterilization of 
the colon employed in adults (147) are applied 
to the surgery of the juvenile colon (see else- 
where in text). 

Our latest articles present the recent advances 
and thinking on polypoid disease in adults (140, 
148) and in juvenile patients (149). The recent 
article by Raad (101) is a valuable contribution 
on the prevalence of adenomas in the normal 
adult population. He encountered a prevalence 
rate of 1.63 per cent in 8,502 consecutive cases, 
confirming our findings. 

Familial. In contrast to the paucity of articles 
dealing with discrete, scattered adenomas, there 
has been a profusion of articles dealing with the 
familial type of adenomatosis. This lesion was first 
reported in 1721 by Menzel, and was accurately 
described in 1863 by Virchow. Apparently, the 
presence of this lesion has never been noted in a 
newborn child. However, the occurrence of this 
disease in an infant 4 months old was recently 
reported (73). The polyps in this last instance 
were of such large size as to force the belief that 
they “‘must have been present prior to the birth 
of this child.” 

Since 1925, Dukes (30) at the St. Mark’s Hos- 
pital, London, has studied forty-one families 
with polyposis which included a population of 
753 members. Seventy-seven males and 79 fe- 
males (156 individuals) have so far shown evi- 
dence of polyposis, and of these 55 males and 
59 females (114 individuals) have already de- 
veloped carcinoma of the colon and rectum. 

Of the forty-one families, 33 have been fully 
investigated and were divided into two groups: 
(1) those in which more than one member was 
affected (22 families), and (2) those in which so 
far only one member was affected (11 families). 
These two groups were studied separately so that 
comparison could be made between the familial 
and apparently nonfamilial instances of polyposis. 

In another communication (31) Dukes re- 
viewed the basic principles of genetics of poly- 
posis which are repeated here practically ver- 
batim. The gene is now the recognized unit of 
hereditary transmission. Genes are discrete, self- 
producing particles housed within the chromo- 
somes. Genes are believed to initiate all cellular 


activities leading to growth and differentiation, 
and are regarded as an organ in the cell just as 
the heart is an organ in the body. 

An essential characteristic of the gene is self- 
reproduction. The gene forms copies of itself 
from materials present within the cell, but every 
now and then this self-copying is not exact in 
development. The nature of a mutation is un- 
known. Whatever cause has produced the muta- 
tion would seem to be localized not only in one 
chromosome but in one particular part of it. For 
this reason if has been conjectured that gene 
mutations may ultimately be due to disturbances 
within the structure of an atom. 

The concept of genes as self-producing par- 
ticles situated within the chromosomes provided 
a satisfactory explanation for the experiments 
carried out by Mendel. In 1865, Mendel reported 
the phenomena of segregation of traits in the 
offspring by hybrids, some of which he dis- 
tinguished as ‘“‘dominant”’ and others as “‘reces- 
sive.” Mendel’s work passed unnoticed for 35 
years until the law of segregation was inde- 
pendently rediscovered in 1900 in three different 
European countries. 

The general principles of mendelian inheri- 
tance are now common knowledge. Genes exist 
in pairs, one of the paternal and the other of 
maternal origin. The two inherited genes may 
not be exactly alike, so that the effect exerted by 
one may differ slightly from that of the other. In 
some cases the combined action of the two dis- 
similar genes results in a blending of traits, 
although the individual genes still preserve their 
identity. In other cases one gene appears to be 
dominant over the other, so that the presence of 
the latter gene is concealed until its existence is 
manifested again in a succeeding generation. 
Corresponding genes which are alike in respect 
of dominance are described as homozygous. They 
may be either both dominant (DD) or both 
recessive (RR). If the individual members of a 
pair of genes are unlike in respect to dominance, 
one being dominant and the other recessive, this 
is known as the heterozygous condition. When a 
gene possessing dominance is present the indi- 
vidual will generally exhibit this particular 
character whether he be homozygous (DD) or 
heterozygous (DR). 

It is necessary to draw this distinction between 
the homozygous and heterozygous state because 
in the cases of a disease transmitted by a domi- 
nant gene the proportion of affected children 











will depend on the state of the parents. Thus, 
the offspring of a marriage of the two opposite 
homozygous types results only in heterozygotes, 
all of whom would manifest the trait transmitted 
by the dominant gene. Fortunately this seldom 
happens in human diseases because a homozy- 
gous dominant is an excessively rare individual. 
The homozygous dominant state has never been 
recorded in polyposis. 

In human disease caused by dominant genes, 
a marriage between a heterozygote (affected) 
and a homozygote (unaffected) results in approx- 
imately half the children’s being affected and half 
unaffected. This finding is observed in most 
families afflicted with polyposis. 

A third type of union which has to be con- 
sidered is the marriage of two heterozygotes, an 
occurrence which provides the most convincing 
proof of the Mendelian law of segregation. The 
offsprings of such a union then appear with the 
predictable frequency of 1 DD, 2 DR, and1 RR. 
In polyposis families this might result in three- 
quarters of the children being affected. 

The term “penetrance” is used to express the 
percentage of a population which exhibits visible 
effects of a mutant gene. Polyposis usually has a 
high penetrance as shown by the fact that it 
appears with the predictable regularity of a pure 
dominant, but in some families it may be that 
the penetrance is lowered by environmental 
factors so that not all those who inherit the gene 
betray its effect in a recognizable way. 

Solitary cases of polyposis are sometimes as- 
sumed to be of a different character, as if there 
were two types of the disease, one familial and 
the other nonfamilial. This is a question requiring 
further investigation, but the comparison so far 
made between solitary and obviously familial 
cases of polyposis has not revealed any differ- 
ence in the size, number, or distribution of the 
tumors, nor any difference in the age of onset, 
symptoms, or course of the disease. Solitary 
cases of polyposis also tend to develop carcinoma 
after the same average period of 15 years and 
the average age of death from carcinoma is the 
same for both solitary and familial cases. For all 
these reasons solitary and familial cases are re- 
garded as manifestations of one and the same 
disease. A further period of observation may 
show that some of these solitary cases are simply 
the first manifestation of a gene mutation and 
although these patients have not inherited poly- 
posis they may transmit it to their offspring. 
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Duke’s statistical analysis of 22 families in 
which more than one member was affected proves 
that in them polyposis is a hereditary disease, 
and (1) that polyposis affects males and females 
equally and either may transmit the disease; (2) 
that in most polyposis families only half the 
children are likely to inherit the abnormality, the 
remainder being normal; (3) that, as a rule, 
only those who have inherited polyposis can 
transmit it to the next generation; (4) that the 
severity of the disease and the liability to cancer 
of the rectum or colon varies considerably in 
different families, and (5) that in families in 
which polyposis develops early in life cancer 
frequently occurs within 10 to 15 years, whereas 
in families in which polyposis occurs later the 
precancerous incubation period is longer, so that 
the patients may die of natural causes’ before 
intestinal cancer has had time to develop. 

Gardner and Woolf (39) have presented a 
pedigree with a high incidence of polyposis and 
cancer of the colon in one branch of a large 
kindred. All 5 members of one sibship, including 
a pair of identical twins, had intestinal poly- 
posis. The mother of the sibship died from mul- 
tiple polyposis and cancer. This abnormality 
was traced through three successive generations, 
the grandmother being a mutant who trans- 
mitted the mutant factor. McCarty (79) has 
also dealt with the genetic factor of this disease. 

Reed and Neel (107) have presented an un- 
usually fine genetic study of multiple polyposis 
of thecolon, with an appendix describing a method 
of estimating relative fitness of individuals with 
the multiple polyposis gene. Fitness is measured 
by the ability to produce children and is a 
function of viability and fertility. The more re- 
liable of the two estimates is that of the “relative 
reproductive span” (R.R.S.). This is a weighted 
measure of survival, to and through the repro- 
ductive period, of persons with the gene relative 
to that of persons lacking the gene. This estimate 
is 0.78. Using these estimates for frequency and 
relative fitness, and considering the known biases 
involved, the mutation rate is estimated to be 
1-3x10°/gene/generation. The derivation of 
equations for estimating the relative reproductive 
span is presented. 

Weiner (157) discussed the occurrence of 
osteomatosis (a hereditary disease of membra- 
nous bone formation) and soft tissue tumors in 
association with multiple polyposis of the colon. 
This familial syndrome was observed in 4 
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brothers; the relatives of the brothers could not 
be studied because of lack of co-operation. 
Secretiveness about the family pedigree charac- 
terizes patients with familial polyposis. This 
syndrome has been reported only once before. 
It is possible that the bony changes may be the 
first manifestation of this disease, hence the value 
of roentgenography of the bones of all members 
of any family in which this syndrome appears in 
order to help determine in which members poly- 
posis will occur. Also, fibrous tissue tumors may 
develop in any incisions in these individuals. 

Multiple cartilaginous exostosis in association 
with familial polyposis of the colon has apparently 
been reported for the first time by Zanca (165). 
The bone lesions (true exostoses) described by 
him had their origin in the cartilage cells of the 
epiphysial plates in contradistinction to osteo- 
matosis which has its origin in disturbed forma- 
tion of membranous bone. Since the geneology 
of Zanca’s patient was not investigated, it is not 
known whether it has a hereditary pattern 
similar to osteomatosis. 

The large intestine may be the seat of numer- 
ous isolated or clustered adenomas with inter- 
vening normal mucosa, or the colon may be 
studded with adenomatous polyps of varying 
size, shape, and degree of development with 
no or very little intervening normal mucosa; 
rarely is the vermiform appendix or the entire 
gastrointestinal tract involved. At autopsy, we 
have encountered one case of multiple adeno- 
matous polyposis in which the entire rectum was 
free from adenomas. An adenoma may be dor- 
mant or benign for a long time. Cancer usually 
develops within 10 to 15 years after the first 
onset of symptoms of polyposis (32). Once the 
malignant condition develops, the process may 
simultaneously affect or involve many adenomas 
situated in different segments of the large 
intestine. 

Parenthetically, patients with this disease 
should best not have children in order to spare 
the offspring the inheritance of this disease and 
to halt or diminish the further spread of familial 
multiple adenomatosis (99). 

Oldfield (88) reported the association of 
familial polyposis of the large intestine with 
multiple sebaceous cysts in 3 interesting cases. 
The patients were stated to belong to a family 
known to suffer from sebocystomatosis, in which 
multiple sebaceous cysts appear to be inherited 
as a mendelian dominant. Two of the patients 
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had died from cancer of the colon, while the 
third one was treated by total colectomy. Inci- 
dentally, Oldfield prefers total colectomy. 

Sporadic cases of the rare familial disease in 
which multiple adenomas of the small bowel, and 
possibly of the colon, are associated with con- 
genital pigmentation (melanin) of the oral 
mucous membrane, lips, and fingers have been 
reported (34). This syndrome seems to be in- 
herited as a simple mendelian dominant. Peutz 
(92a) is credited with having described the first 
cases of this condition in 1921. Jeghers reviewed 
the world literature in 1944 and described a 
personal case with this syndrome. Less than 30 
cases have thus far been reported (17). By com- 
mon consent this condition has been called the 
**Peutz-Jeghers syndrome.” Most recently, Ber- 
kowitz et al. (7) have reported 3 cases. They 
stated that a malignant condition occurred in 
20 per cent of the reported cases, most of which 
involved the ileum. For this reason segmental 
resection with the attached wedge of mesentery 
is advised for ileal lesions, while polypectomy 
remains a satisfactory operation for the extirpa- 
tion of polyps occurring in other parts of the 
alimentary tract. Impalpable polyps can often 
be detected with the aid of a sigmoidoscope in- 
serted into the lumen of the bowel via the intes- 
tinal polypectomy incision (7). Two of the polyps 
removed by Ravdin (36a) had undergone 
malignant transformation. 

Young (164) reported a case of jejunal ob- 
struction that was caused by a benign adenoma- 
tous polyp 3.5 centimeters in diameter, situated 
in the proximal end of an intussusception and 
necessitating the resection of 3 feet of the bowel. 

Treatment of familial adenomatosis began on 
a radical note and has become increasingly more 
radical. Just what constitutes adequate therapy 
of this disease has been the lively, recent polemic. 
Should the rectum with the anal sphincter be 
preserved? If so, should coagulation of the 
adenomas precede or follow the colonic opera- 
tion? The choice now lies between the conserva- 
tive method, consisting of disposing of the polyps 
of the terminal colon, and an anastomosis of the 
terminal ileum to the technically lowest possible 
level of the terminal colon, followed by a subtotal 
colectomy and periodic observation of the pre- 
served rectum, and total colectomy with ileos- 
tomy. Of historic interest is the often overlooked 
fact that the anastomosis of the ileum to the 
terminal colon as a primary operation was carried 








and was followed by a subtotal colectomy on 
June 15, 1900 (76). This operation plus destruc- 
tion of the polyps by surgical diathermy through 
the endoscope is favored by many surgeons (1a, 
10, 33, 154). Anschuetz (1a) listed four criteria 
that must be fulfilled for the institution of the 
foregoing conservative surgical procedure: (1) 
absence of cancer of the rectum; (2) the remain- 
ing rectum and the anastomosis should be within 
the reach of the sigmoidoscope; (3) the remain- 
ing rectum and anastomosis must be free from 
adenomas; and (4) after the operation the follow- 
up endoscopies plus appropriate destruction of 
new or recurrent polyps are to be performed every 
3 months for the remainder of the patient’s life. 
Mayo et al. (78) prefer an end-to-end type of 
anastomosis; this certainly is superior to the 
lateral side-to-side type which on occasion may 
produce blind intestinal pouches with unde- 
sirable sequelae, or the side-to-end type of 
anastomosis of the small to the large bowel. 

The disposition of polyps in the terminal bowel 
is usually effected by means of surgical dia- 
thermy through the endoscope. At the Mayo 
Clinic, if the rectal polyps are adjudged to be 
amenable to high frequency therapy, the ab- 
dominal operation is carried out first with 
excision of all adenomas found at or near the 
contemplated anastomotic area. This maneuver 
is followed by coagulation of the polyps in the 
remaining rectal segment. This policy aims at 
the saving of precious time consumed by the 
coagulation and about 3 additional months 
needed for the subsidence of the inflammatory 
reaction incident to coagulation. Even after a 
wait of this length of time, the colon is said to 
remain “thickened and scarred and the anasto- 
mosis is less satisfactory technically and, conse- 
quently, less safe than if established before the 
inflammatory changes have been produced in 
the colon” (10). 

Radical surgery consisting of permanent ab- 
dominal or anal ileostomy, total colectomy, and 
proctectomy performed in one or more stages is 
favored by other surgeons (10, 83) primarily as a 
prophylaxis against the frequent development of 
rapidly growing and lethal cancers in the re- 
tained segment of rectum or rectosigmoid. 

A technique for the construction of a mucosa- 
grafted ileostomy has recently been described 
(150); this procedure prevents dysfunction of the 
abdominal ileostomy by protecting its serosal 
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surface. We also favor the Brooke (13) technique 
of eversion of the ileal wall. For the prevention 
of recurrent prolapse of the ileostomy stoma the 
Nobel plication procedure, utilizing loops of 
terminal ileum about 15 centimeters long, has 
been ingeniously utilized by Lichtenstein and 
Herzikoff (75). 

The technique of anal ileostomy has been 
described and well illustrated by its originator 
(104). In this operation the mucosa with the 
adenomas is resected, but the rectal wall with 
its parasympathetic innervation is attached to 
the ileum. Thus, not only the anal sphincter 
muscles but at least 6 to 8 centimeters of the 
rectal stump are preserved with the undamaged 
parasympathetic nerve supply which is so neces- 
sary for the maintenance of continence. After a 
lapse of time the ileum may take over the func- 
tion of a reservoir. These observations have been 
confirmed by Devine and Webb (27). 

A provocative article dealing with benign 
lymphoid hyperplasia of the rectum is that by 
Barba (5). He described the dynamic relation- 
ship between the various lymphomas. 


MALIGNANT CONDITIONS 


Cancer. Williams (160) stated that carcinoma 
of the colon, although rare in childhood, should 
be considered whenever a child has protracted 
or obscure abdominal pain. Early diagnosis and 
therapy is important because the tumors grow 
rapidly. None of the 53 children reported to 
have cancer of the colon lived longer than 4 
years after the diagnosis had been made. The 
symptoms are usually nonspecific, but pain is the 
outstanding feature. Nausea and vomiting are 
common, especially in association with obstruc- 
tion. Bleeding is unusual. Tumor of the right 
colon may be palpable. The diagnosis is usually 
made at operation instituted for presumptive 
tuberculous peritonitis or appendicitis. A com- 
prehensive exploration is practically impossible 
through a McBurney type of incision and the 
tumor may be overlooked even when a long 
incision is made. A high index of diagnostic sus- 
picion is in order at all times. Also more frequent 
resort should be made to roentgenography in the 
presence of vague abdominal symptoms in juve- 
nile patients. The preferred treatment is radical 
intestinal resection. Subtotal or near total colonic 
resection with a single row end-to-end ileoproc- 
tostomy appears to have merit (76a). Preservation 
of as much as possible of the terminal ileum is 
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essential because the terminal 12 centimeters of 
the ileum in cats can absorb 1.8 times as much 
water as the entire colon (90a). Radiation ther- 
apy may be of value for colloid carcinoma. 

Peterson and Gilmer (92) urged a more radical 
surgical attack on all cancers of childhood be- 
cause of the high mortality of established ma- 
lignant conditions in juvenile patients and be- 
cause the surgical risk of major surgery is not 
unduly high. They also lucidly discussed the 
criteria of malignant conditions and the pitfalls 
in the microscopic diagnosis of juvenile tumors. 

Franklin (36) stated that of the leading causes 
of death, cancer in children in the United States 
in 1949 was fourth in the age groups of from 1 to 
4 years. He surveyed what has been accomplished 
in the recognition and treatment of the more 
common childhood neoplasms. Of specific in- 
terest to us are his comments on lymphosarcomas 
and teratomas. Of interest also is another article 
on this subject (47). 

Melanoma. McWhorter and Woolner (80) 
believe that malignant melanomas in children 
are of rare occurrence. It is yet to be shown 
whether these malignant melanomas differ either 
clinically or microscopically from those in adults. 
These authors reported death in 4 of 5 instances 
of malignant melanoma in children; at least 13 
additional authentic cases of this condition in 
juveniles have been reported. This is contrary to 
the prevalent belief that juvenile melanomas are 
seldom cancerous before puberty. 


ULCERATIVE COLITIS 


Although this disease or syndrome is basically 
the same at all ages, ulcerative colitis is usually 
more severe and treatment is less satisfactory in 
children than in adults. Bargen and Kennedy 
(6) stated that if the onset of chronic ulcerative 
colitis occurs in early infancy and the disease 
persists during childhood and adolescence, the 
growth and development of the entire body are 
retarded. Often infantilism of endocrine origin 
may be suspected. 

Involvement may remain slight for months or 
years, but the disease generally progresses in 
severity. Occasionally, the onset is fulminating, 
with high fever, extreme toxemia, massive rectal 
hemorrhage, and severe diarrhea. 

With moderate disease, granular, easily bleed- 
ing mucous membrane with secondary ulcera- 
tion is seen on proctoscopic examination. With 
severe involvement, intermucosal hemorrhages, 
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large sloughing ulcers, and perirectal abscesses 
and fissures are observed. 

Roentgenologically, the entire colon is in- 
volved in most of the cases and, occasionally, the 
terminal ileum. In some instances, the disease is 
segmental and localized. 

Serious complications occur in a relatively 
small number of patients and include polyposis, 
stricture, anal abscess, fistula, arthritis, erythema 
nodosum, perforation, colonic carcinoma, phle- 
bitis, splenomegaly, nephritis, massive hemor- 
rhage, endocarditis, and pyelitis. 

Well planned management is extremely im- 
portant for successful control of the condition. 
Observation in the hospital for several weeks is 
helpful to establish a dietary regimen and to de- 
termine the dosage of medications. A diet high 
in protein, vitamins, and calories but low in 
residue is most satisfactory. 

During the acute phase, proper fluid balance 
is of extreme importance. Blood transfusions are 
also valuable. A trial of the antibiotics may be 
of value. Extra vitamins are helpful in improving 
the appetite and sense of well-being. 

Surgery should be avoided if at all possible 
and should not be performed unless a severe 
complication, such as carcinoma, stricture or 
perforation, necessitates intervention. Many 
strictures may be dilated digitally and, when 
the disease is controlled, the lumen returns to 
adequate caliber. Ileostomy and colectomy are 
done as for adults. 

Kirsner (67) e¢ al. also stated that ulcerative 
colitis in children is not uncommon and that it 
follows a course similar to that of adults. On the 
basis of 4 selected cases they emphasized the im- 
portance of prolonged, comprehensive medical 
therapy: skillfully supervised psychotherapy, and 
the adjunctive value of the steroid hormones and 
of life-saving surgical intervention. Lyons (77) 
also discussed this problem lucidly. 

The problem of ileostomy and colectomy is 
well discussed by Ripstein (110). The complica- 
tions and care of ileostomy are also well dis- 
cussed by Lyons (77). Following the example set 
by Lyons, ileostomy clubs, where common 
problems are discussed, have been organized in 
many large cities. 

An interesting late follow-up study of 483 pa- 
tients with ulcerative colitis seen before 1943 is 
of importance. The interested reader is referred 
to the original article (158). Of the 343 patients 
followed up for 10 years or until death, 48 per 





cent eventually required operation. Cancer de- 
veloped in about 10 per cent of all the patients, 
and in more than 18 per cent of the patients who 
had colitis for 10 years or longer. 

An increase in the number of ganglion cells 
in the myenteric plexuses has been observed in 
cases of chronic ulcerative colitis. Duration of 
the disease and the age and sex of the patient 
have no significant influence on the number of 
ganglion cells. There is no obvious explanation 
for this increase in the number of ganglion cells 
(125). 

Regional ileitis. The occurrence of regional 
ileitis was discussed lucidly by H. Anfanger (1). 


AMEBIASIS 


For acomprehensive discussion of this problem 
the reader is referred to the article by Faust (133) 
and Rives (112). Oxytetracycline and fuma- 
gillin (fumadil given 10 to 20 milligrams 3 times 
daily for 10 days) are the recent additions to the 
therapeutic armamentarium that have proved 
to be valuable in controlling intestinal amebiasis. 
Arsthinol (balarsen) is now under assessment; 
it appears to have merit. 


ENTEROBIASIS 


Control of reinfestation is essential to effective 
treatment. The pathway of reinfestation is as 
follows: Enterobius vermicularis eggs may ini- 
tially be picked up by a child in household dust 
or elsewhere and introduced into the mouth. 
The eggs make their way into the gastrointes- 
tinal tract where digestive processes release the 
larvae which molt twice on their way through 
the gut. The worms mature in the small intes- 
tine. The female moves to the cecum, where its 
uterus becomes filled with eggs, and migrates 
from the cecum out of the rectum to discharge 
the eggs in the perianal area, sometimes by com- 
plete rupture of the worm. Itching is provoked 
and, in the course of events, the child’s con- 
taminated fingers enter the mouth. The cycle 
then repeats itself. Effective therapeutic agents 
are oxytetracycline (63) and piperazine (102, 14). 
The latter may, however, cause neurotoxicity in 
patients with renal insufficiency by virtue of im- 
paired kidney function (23A). The newest drug 
is promethazine hydrochloride (an antihistamine 
derived from phenothiazine). It is administered 
orally in a single dose of 125 milligrams (10 tab- 
lets of 12.5 milligrams at bedtime) without pre- 
liminary fasting). This drug is apparently non- 
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toxic, highly effective (97 per cent), and inex- 
pensive (4A). 


PILONIDAL (SACROCOCCYGEAL) DISEASE 


Pilonidal disease, especially suppuration, is 
occasionally seen in older children. By and 
large, disease activity is noted in adolescent and 
adult life. 

Haworth and Zachary (50) have discussed 
the relation of congenital dermal sinuses in 
children to pilonidal sinuses. They reported on 
18 children who had congenital dermal sinuses 
overlying the spine. In 3 children the sinus com- 
municated with the central nervous system; in 2 
of these, meningitis developed as a result of the 
spread of infection along the sinus tract. The 
remaining 15 patients had sinuses in the coccy- 
geal area without communication with the cen- 
tral nervous system; one became locally infected 
and in another the infection spread to the extra- 
dural space. 

Congenital dermal sinuses overlying the coccyx 
were found in 7 (1.4 per cent) of 500 children 
examined. These authors believe that congenital 
dermal sinuses which are not just superficial 
dimples should be excised to prevent either local 
or spreading infection to the central nervous 
system. 

An opinion is ventured that “‘pilonidal sinuses” 
found in other anatomic sites are acquired and 
quite different conditions. 

Weale’s (156) serial sections of pilonidal 
sinuses have demonstrated that their contained 
hair originates in their depth, and hence the 
sinuses are considered developmental defects. 

On the other hand, on the basis of a critical 
review of the literature and correlation of the 
objective information with the various theories 
of pathogenesis, Davage (25) has rejected the 
commonly accepted developmental or congenital 
theory in favor of the opinion that this disease is 
acquired. Further evidence in favor of the ac- 
quired origin is presented by Brearley (12), who 
also advanced a new puncture sinus and suction 
sinus theory. Hueston (56) believes that this 
lesion is of a foreign body type due to penetration 
of short stiff hairs. This mechanism resembles 
that attributed to the interdigital sinuses of bar- 
bers’ hands (24). 

Treatment varies with many surgeons. For 
abscess in children or adults we continue to 
unroof widely (144) and for noninfected cases in 
adults we still advocate the use of some type of 
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the gluteal musculofascial flap operation (144, 
26). 


ANORECTAL LESIONS 


Very little has been written about the simple 
anorectal lesions in juvenile patients, which we 
see often enough to warrant a discussion. For 
the completeness of this review some of this 
material is reproduced from a previous publica- 
tion (136). Also see the latest symposium (133) 
and an article by Hullsiek (57). 

Pruritus ani. The true incidence of this syn- 
drome is not indicated in the literature. Actually, 
anal pruritus seems to occur quite commonly, as 
a result either of local dermatitis or of Oxyuris 
vermicularis, although a host of other causes 
may be active. The dermatitis is occasionally 
the local representation of a general dermatologic 
condition, or it may be the result of the passage 
of irritating feces. The exact nature of the con- 
dition in many cases is not easily established; 
many cases respond readily to improved anal 
hygiene and the topical application of the newer 
derivatives of the fatty acids (sodium propionate 
and caprylate) or diiodo-hydroxyquinoline in a 
2 per cent or higher concentration. Pratt and 
Read (98) believe that the incidence of perianal 
dermatitis varies with the pu of the feces and the 
perianal skin with which the stool comes in con- 
tact. The more acid the stool and the perianal 
skin, the less frequent is the occurrence of peri- 
anal dermatitis. The old Lilienthal therapy is 
particularly useful for this type of case. 

The topical application of antihistaminic 
drugs, especially of chlorprophenpyridamine 
maleate (chlortrimeton) in a concentration of 2 
to 5 per cent, is of value but it carries a high 
incidence of contact dermatitis. Most recently it 
has been established that hydrocortisone applied 
in a concentration of 1 per cent is of value in the 
presence of associated acute or subacute derma- 
titis or of more advanced cutaneous changes 
(142). This hormone may occasionally be com- 
bined with oxytetracycline. At the time of this 
writing, we are according prednisolone, the delta- 
1 anologue of hydrocortisone, a clinical trial by 
topical application or oral administration. This 
hormone is said to possess increased potency and 
is not likely to interfere with water and sodium 
metabolism and hence lead to fluid retention. 

Anal pruritus of nocturnal periodicity is almost 
invariably due to pinworm infection and requires 
an intensive search for Oxyuris vermicularis. 
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The possibility of such parasitic infection is fre- 
quently overlooked. 

Fissures. The acute form of anal fissures occurs 
quite commonly in juvenile patients and is fre- 
quently observed in association with diarrhea 
and secondarily infected anal crypts. Defecatory 
trauma caused by the passage of hard feces, and 
primary infection in preformed anal structures 
often resulting in chronic anal fissure (better 
termed “‘ulcer”’) are two important causes of this 
anal lesion. Sladek (118) stated that a fissure may 
be a complication of congenital or other lesions 
of the anal canal. 

Treatment aims primarily at removal of the 
underlying cause. Conservative therapy, con- 
sisting of moist compresses, topical application 
of a bland ointment, proper diet with or without 
small doses of liquid petrolatum, and the gentle 
dilatation incidental to proctoscopic examina- 
tion, if one is performed, is effective in most 
cases. The use of silver nitrate, in solution or stick 
form, should be avoided because of its unde- 
sirable caustic effect. If the lesion fails to respond 
in a reasonable period of time, excision should 
be performed in the same manner as described 
for adults. 

Our recent studies have disclosed that the 
conventional periodic digital explorations or ex- 
aminations, or the topical application of special 
medication such as vitamins and chlorophyll to 
anorectal wounds following fissurectomy (or open 
type of hemorrhoidectomy) failed to influence 
or expedite the healing process of the wounds; 
the controls in whom the postoperative wounds 
were left practically undisturbed healed just as 
effectively. In adults, these maneuvers are per- 
formed regularly either as a result of custom, 
habit, and tradition, or their use is dictated by 
the dire need resulting from a poorly conceived 
technique or a poorly executed initial orthodox 
anorectal operation. 

In juvenile patients, especially infants, super- 
ficial circumanal fissures or shallow ulcers should 
arouse suspicion of congenital syphilis. 

Nichamin and Kallet (87) again called atten- 
tion to the occurrence in infants of anomalous 
anal papillae associated with pain and/or bleed- 
ing at defecation. This lesion responds well and 
permanently to surgical excision. We have seen 
and treated a number of these cases and have, 
perhaps erroneously, considered the lesions to be 
simple fissures associated with cryptitis and 
papillitis. Hemorrhage into a hypertrophied anal 
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papilla as the cause of a sudden “rectal pain” 
should be kept in mind (52). Prompt examina- 
tion may reveal a blood clot extruding from the 
rupture. 

Anal suppuration and fistula. Contrary to general 
belief, these conditions are seen frequently 
enough in juvenile patients, even in infants, to 
warrant a full discussion. 

An anal fistula is invariably the end result of 
progression of an anal abscess; hence, anal fis- 
tulas should be regarded as chronic anal ab- 
scesses. Venturo (153) encountered 7 such cases 
in 5 years. All of his patients had their tracts on 
the lateral aspects of the perianus; the primary 
abscesses had apparently originated in the lateral 
anal crypts. The fistulas had been treated by 
fistulotomy, which the reviewers consider an in- 
complete operation. It should be stressed that 
treatment in young patients differs in no way 
from that in adults: abscesses should be drained 
early and adequately, and fistulas should be 
excised completely. The fistulous tract is opened 
from its source to its termination regardless of 
the amount of sphincter muscle involved—a rule 
promulgated by John Aderne more than 500 
years ago. 

Not all clinicians are aware that anal inflam- 
mation and infection may originate in the pre- 
formed anal ducts and glands. Nesselrod (86) 
stated that, according to Coleman, Winslow in 
1733 and Haller in 1754 observed the etiologic 
role of infection of the anal crypts in the genesis 
of fistula-in-ano. In 1878, Chiari was the first to 
describe the preformed anal ducts and anal 
glands. His work was confirmed by Herrmann 
and Desfosses in 1880. The subject was again 
studied by Johnson in 1914. In 1917, Pennington 
discussed the relationship between the anal ducts 
and glands and the genesis of anal fistula, a con- 
cept which was also stressed by Harris in 1929. 
In 1933 and again in 1937, Tucker and Helwig 
restudied the histopathology of these structures, 
and their work was confirmed by Pope and Gunn 
and by Kratzer and Dockerty. 

The anal ducts, which usually empty into the 
crypts of Morgagni, may lead to racemose multi- 
glandular structures located in the perianal tissue 
and even piercing the sphincter muscles, es- 
pecially the internal sphincter muscle. The col- 
umnar epithelium lining the anal ducts is 
cuboidal in branches and under suitable condi- 
tions may become a natural incubator for bac- 
teria. At times primary infection of these glandu- 


lar structures may cause perianal and perirectal 
suppurations, with the subsequent formation of 
fistulas. The frequency of inflammatory and 
suppurative processes in the posterior arc of the 
anal canal is attributable to the preponderance 
of anal ducts, anal glands, and, especially, anal 
crypts in the posterior portion of the anal tube. 

Hemorrhoids. True internal hemorrhoids are 
observed infrequently in children, while the 
presence of external thrombosed hemorrhoids 
(perianal hematomas) and tags is quite common. 
The latter are treated conservatively when the 
symptoms are minimal, or excision is performed 
when the pain persists or the swelling increases. 
Uhle and Campbell (151) reported severe bleed- 
ing caused by internal hemorrhoids in a 4 year 
old girl that necessitated blood transfusion and 
hemorrhoidectomy for cure. These cases are not 
as rare as it has been believed up to this date. 
Many juvenile patients suffer from iron defi- 
ciency anemias, which in turn are the result of 
slow or chronic bleeding caused by internal 
hemorrhoids that are often overlooked or un- 
diagnosed—a clinical picture that is frequently 
seen in adults (140). 

Prolapse. This is commonly encountered in 
pediatric practice. Malnutrition, poor economic 
and social conditions, constipation, diarrhea, and 
polyps are important causative factors in some 
cases. In juvenile patients it usually involves the 
mucous membrane, although in the extremely 
undernourished the entire intestinal wall may 
protrude. In many instances prolapse is the direct 
result of the peculiar juvenile anatomy and is 
often automatically corrected during the natural 
growth of the child, when, with increasing age, 
the pelvis loses its vertical plane, the sacrum 
becomes hollowed out, the muscular layers of the 
rectum develop, and the mucosal redundancy 
disappears. Prolapse usually responds to simple 
management which can be entrusted to the 
mother, who must be taught what to do. Despite 
opinions to the contrary, prompt digital reduc- 
tion by any of several methods is definitely indi- 
cated. One form of reduction is easily accom- 
plished by gently inserting a finger, that has been 
previously wrapped around with tissue paper, 
into the lumen of the protruding mass and forcing 
it back into the rectum. The finger is then with- 
drawn, the paper being left behind in the ano- 
rectum. A small piece of absorbent cotton is 
placed against the anal orifice and held there by 
strapping the buttocks with adhesive tape until 
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the following act of defecation. Defecation in the 
recumbent position or the use of a “‘toidy”’ seat 
is desirable. A somewhat laxative diet is helpful 
(100). 

Submucous injection of a sclerosing solution 
into the posterior and lateral aspects of the rec- 
tum is a worthwhile procedure for a number of 
cases. Linear cauterizations into the submucosa 
of the prolapse (one in each quadrant) is prac- 
ticed by some surgeons; we have abandoned this 
operation as better results follow sclerotherapy 
which is also a safer procedure. The procedure 
described by Caulfield (20) appears to be inferior 
to the Thiersch operation (139). We employed 
the Thiersch procedure in 5 cases of huge pro- 
lapse of the rectal mucosa that failed to respond 
to other but simpler forms of therapy, and in 2 
cases of massive rectal prolapse (procidentia). 

Radical operative procedures are indicated for 
gangrene of the prolapsed mucosa or sometimes 
for procidentia. 

Constipation. In juvenile patients this condition 
may be caused by one or more of the following 
factors: dietary or nutritional deficiency, func- 
tional derangement or anatomical abnormalities 
of the bowel, either congenital or acquired. 

The general history and physical examination 
usually reveal the presence ofa dietary deficiency, 
a frank nutritional deficiency, or a functional 
derangement of the bowel. Anatomical defects 
can readily be diagnosed by proctologic survey, 
a procedure which can be performed by the pe- 
diatrician, the general surgeon, or the proctolo- 
gist. Proctologic lesions of etiologic significance 
in constipation that may be found upon such a 
survey include strictures, bands, fissures, as well 
as other spasm-producing lesions. The latter have 
been discussed elsewhere in the text. 

The employment of suppositories for the treat- 
ment of constipation is to be deprecated. Enemas 
should be used only upon proper indication 
(134). While administration of liquid petrolatum 
per rectum is permissible, its oral administration 
is unwise because of the danger of regurgitation 
with subsequent aspiration and development of 
lipoid pneumonia. When there is need of stimu- 
lation of the gut, use of a laxative is permissible 
(134). Our choice is senokot (senna). 

In the prevention of constipation it is impor- 
tant to give generous amounts of fruits, especially 
prune puree or prune juice, as well as vegetables 
and cereals. Recently, dioctyl sodium sulfosucci- 
nate has been used successfully for this purpose. 


We are currently employing alevaire, or superi- 
none, (a mucolytic detergent) for clinical trial. 
These wetting agents are administered orally as 
a 1 per cent solution in the dose of 2 to 4 cubic 
centimeters in water, milk, or orange juice. A 
dose of 4 cubic centimeters in 60 cubic centi- 
meters of water may be given intrarectally as a 
retention enema for liquefaction of fecal impac- 
tions. In many cases, manual removal of the 
impacted feces can thus be avoided. 

Dioctyl sodium sulfosuccinate (colace) is now 
available in 50 and 100 milligram soft, gelatinous 
capsules, as well as in a 1 per cent solution. It 
has been employed extensively following procto- 
logic (and other colonic) operations in place of 
mineral oil in order to avoid the formation of 
dry stools (143A). This substitute appears to be 
nontoxic even when administered in large doses 
and, thus far, has been exceedingly well tolerated 
both by children and adults. 


ANTIBIOTIC THERAPY 


Following the introduction of penicillin and 
streptomycin, the broad spectrum and other 
antibiotics have been developed. The broad 
spectrum antibiotics, because of their wide thera- 
peutic range and relatively low toxicity, have 
been most popular. Because of the nephrotoxic 
tendencies, polymyxins, bacitracin, and neo- 
mycin are hardly suitable for systemic use (61). 

Successful treatment with antibiotics depends 
upon the knowledge of the most likely causative 
micro-organisms and individual patient sensi- 
tivity. While in vitro sensitivity tests are fre- 
quently helpful and may indicate a need to 
change from one to another agent, they are not 
always reliable; a therapeutic test is usually the 
best and perhaps the final criterion. Taste and 
frequency of administration of the antibiotics are 
important considerations in pediatric practice. 
Drug reactions are less frequent with children 
than with adults (60); fever of undetermined 
origin at times disappears upon discontinuation 
of antibiotic therapy. 

Chloramphenicol (chloromycetin). This anti- 
biotic, which is administered orally or paren- 
terally, should best be avoided unless it is the 
only available antibiotic to which the organisms 
in a given instance are not resistant, or in the 
case of typhoid fever. Chloramphenicol is a 
nitrophenol compound and is known to cause 
granulocytopenia, agranulocytosis, and fatal 
aplastic anemia. The myelotoxicity, believed 





to be due to its nitrozene radical, may be ex- 
tremely serious. The hematopoietic tissue should 
be observed frequently and carefully whenever 
this antibiotic is given (109). 

Polymyxins. Five polymyxins, A, B, C, D, and 
E, are now available. They are bactericidal 
against the pseudomonas aeruginosa organisms 
which frequently produce gastrointestinal infec- 
tion in juvenile patients. Polymyxin B is the 
most popular of the group and is capable of 
eliminating the causative organisms in less than 
a week. This antibiotic is also effective against 
Bacillus coli, Aerobacter aerogenes, and Shigella. 
Its greatest usefulness is for the treatment of in- 
fections caused by gram-negative bacilli that 
fail to respond to other antibiotics. The oral 
route is the safest for administration as it pre- 
cludes absorption and the systemic side effects 
already mentioned. The oral dose is 2 milligrams 
per kilogram of body weight given every 4 hours. 
The intramuscular route of administration, with 
a dose of 0.8 milligram per kilogram of body 
weight given every 4 hours, may have to be 
utilized in spite of the toxicity, as the effects of 
the latter are believed to be reversible (60). 

Oxytetracycline (terramycin). Hunt et al. (58) have 
studied the absorption and distribution of oxy- 
tetracycline in children. The spectrum of activity 
of this antibiotic is wide and includes most of the 
pathogenic gram-negative and gram-positive 
organisms, except Proteus vulgaris and Pseudo- 
monas aeruginosa. Oxytetracycline hydro- 
chloride was given at least 2 hours after meals, 
in capsules or as a powder mixed with corn 
syrup. The peak levels were low, generally oc- 
curring 2 to 6 hours after ingestion and lasting 
several hours. Orally, 11 milligrams per kilogram 
of body weight every 6 hours, or 44 milligrams 
daily, produced adequate serum values for most 
susceptible bacteria. When higher concentra- 
tions are desired, 33 milligrams may be given by 
mouth every 6 hours. Intravenously, 6.6 to 11 
milligrams per kilogram were injected at 6 to 8 
hour intervals. Oxytetracycline diffuses poorly 
into spinal fluid, and rectal absorption from 
perforated capsules is well tolerated but un- 
predictable. 

Oxytetracycline may be administered by hypo- 
dermoclysis (35) for the successful treatment of 
infection in children. For average infections a 
dosage of 10 milligrams per kilogram of body 
weight, while for more serious infections a dosage 
of 20 to 25 milligrams per kilogram, are given 
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every 8 to 12 hours. Oxytetracycline may also 
be administered intramuscularly (89), as judged 
from the results of 240 bio-assays of the concen- 
tration of this antibiotic in the serum and cere- 
brospinal fluids of 63 infants and children who 
were given various dosage schedules. The dosage 
schedules for the proper intramuscular adminis- 
tration of oxytetracycline to the various pediatric 
age groups are presented (89). 

Tetracycline. Recently, tetracycline (tetracyn) 
has been introduced (162). It may be prepared 
by catalytic dechlorination of chlortetracycline 
or by fermentation. In adults this antibiotic is 
clinically as effective as oxytetracycline or chlor- 
tetracycline because it has an antibacterial 
spectrum similar to these antibiotics. There was, 
however, a tendency for staphylococci, coliform 
baccili, Pseudomonas aeruginosa, and Proteus 
species to persist or appear after the initiation 
of tetracycline therapy. Tetracycline causes but 
few adverse gastrointestinal symptoms. In chil- 
dren, tetracycline is absorbed rapidly into the 
circulation after oral ingestion (117). Antibiotic 
activity is apparent one-half hour after the ad- 
ministration of doses of 25 to 50 milligrams per 
kilogram of body weight. Therapeutic serum 
levels of 8 hours’ duration were obtained with a 
single dose of 6 milligrams per kilogram of body 
weight. Higher dosages produced a proportional 
increase of concentration in the serum. A sig- 
nificant cumulative effect was obtained by the 
second day of treatment. This antibiotic diffuses 
poorly into the cerebrospinal fluid in subjects 
without inflammation of the meninges, and is ex- 
creted in the urine in high concentrations. The 
tolerance to the drug is rather high. An absence of 
side effects was noted even after the administra- 
tion of a dosage of 150 milligrams per kilogram of 
body weight per day. Schwarzer showed that the 
effective oral dose of tetracycline is 25 milli- 
grams per kilogram of body weight per 24 
hours, given at 6 to 8 hour intervals (117). 

Mysteclin, a combination of tetracycline with 
nystatin (see elsewhere in the text), is said to 
prevent the invasion of the host by fungi follow- 
ing the elimination of micro-organisms by the 
broad spectrum antibiotic. 

Erythromycin. Of the medium spectrum anti- 
biotics, erythromycin has stood the test of time. 
Amimycin, now under investigation, bids well 
to be superior to erythromycin. 

Albomycin. This antibiotic was prepared in 
Soviet Russia from Actinomyces subtropicus. It 
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inhibits the growth of micrococci (staphylococci) 
that are resistant to other antibiotics, including 
penicillin, streptomycin, the tetracyclines, and 
erythromycin. Albomycin is about 10 times as 
potent as penicillin. It is also effective against 
some gram-negative organisms such as the coli- 
dysentery group of bacteria. Albomycin may be 
safely given parenterally in doses as large as 
50,000,000 units per kilogram of body weight. It 
forms a reversible complex with serum proteins 
which activates the circulation of the antibiotic 
in the body. It has been employed in the treat- 
ment of septic complications of dysentery and of 
peritonitis, and other surgical infections (39a). 
Albomycin should not be confused with Alba- 
mycin which is derived from Streptomyces 
niveus found in the soil in Queens Village, New 
York, and which was being evaluated at the 
time this review was written. This Russian work 
needs confirmation. 

Nystatin (fungicidin). This is a new antibiotic 
obtained from Streptomyces noursei, which is 
said to possess strong fungistatic and fungicidal 
activity in vitro against Candida albicans and 
other fungi, yeast, or yeastlike organisms. Brown 
et al. (15) observed that a single dose of nystatin 
injected subcutaneously into mice 2 hours before 
the inoculation of otherwise lethal mixtures of 
Candida albicans and chlortetracycline was 
highly protective. Sternberg et al. (124) ob- 
served that the naturally occurring fungi in the 
alimentary tract diminished in number or disap- 
peared altogether following the administration 
of small doses of nystatin by mouth to mice for 
short periods of time. After the discontinuation 
of the administration of nystatin the fungus flora 
of the intestine was restored to normal within a 
few days. In 25 patients the oral administration 
of nystatin likewise reduced or eliminated yeast- 
like fungi from their stools. The concurrent 
administration of oxytetracycline or chlortetra- 
cycline failed to alter this effect. 

Drouhet (28) also obtained favorable results 
from nystatin in the treatment of experimental 
and clinical (human) mycotic infections induced 
by or caused by the Candida albicans. 

Amphotericin, another antifungal antibiotic, 
is in the process of evaluation. 

Side effects. The side effects of broad spectrum 
antibiotics occur in juvenile patients less often 
than they do in adults. The anorectocolonic 
side effects have been studied and reported most 
recently by the reviewer (146); the possible 
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etiologic factors, such as the role of fungi and 
resistant micrococci, are emphasized. The im- 
portance of recognition of the early reactions or 
instructing the patient to report any irregulari- 
ties far removed from the initial complaints is 
emphasized. There may be micrococcic (staphy- 
lococcic) enterocolitis, simple diarrhea, and/or 
anal pruritus. Micrococcic enterocolitis may be 
of serious import. In these patients the diarrhea 
(with blood and pus) may occur within 2 to 8 
days after the ingestion of the offending anti- 
biotic. Endoscopy may reveal a uniformly red- 
dened, injected, edematous mucosa with tiny 
scattered ulcerations. The mucous membrane is 
friable and bleeds on slight trauma, resembling 
the endoscopic picture of nonspecific ulcerative 
colitis. Cultures and Gram stains of the mucosal 
smears reveal the Micrococcus pyogenes (staphy- 
lococci). In one of 2 reported cases of membran- 
ous colitis in Hirschsprung’s disease no recog- 
nizable pathogenic micro-organisms were dis- 
cernible, while the other showed the Pseudomonas 
aeruginosa, a member of the normal colonic 
flora (85). It should be remembered that mem- 
branous enterocolitis had been encountered in 
the preantibiotic era, particularly following op- 
erations upon the intestines or stomach (25A). 
Simple diarrhea ranging from 2 to 5 loose 
stools per day without gross or microscopic blood 
or pus usually appears within 12 to 72 hours 
after the ingestion of various amounts of an 
antibiotic. Sigmoidoscopy may show a normal 
or mildly injected mucosa. Anal or anogenital 
pruritus in association with diarrhea may appear 
at the time or, more commonly, several days 
after the onset of diarrhea. Pruritus alone (with- 
out diarrhea) usually appears within several 
days after the ingestion of the antibiotic, but in 
some cases may appear weeks later. These pa- 
tients have no nocturnal itching, so their sleep 
is undisturbed, this factor being common in non- 
specific anal pruritus. The involved skin may 
appear practically normal, except for scratch 
marks, or may show mild to moderate moist 
dermatitis accompanied by superficial excoria- 
tions and multiple fissures. More than 40 per cent 
of our patients had antecedent multiple com- 
plaints, such as vague abdominal pain, fatigue, 
passage of mucus from the rectum, insomnia, 
nervousness, and others. As a group they ap- 
peared to be unstable, hypochondriacal, sug- 
gestible, and exhibited a great deal of self-pity. 
Most of them were engaged in intellectual pur- 


suits; a few were clear-cut neurotics who utilized 
their complaints for psychological needs. 

The treatment of these side effects was out- 
lined in detail. It is highly important to recog- 
nize the early symptoms and to discontinue the 
administration of the offending antibiotic. Ex- 
cept for the cases of micrococcic enteritis, therapy 
is simple and invariably successful. These com- 
plications disappear spontaneously in many cases; 
spontaneous recoveries have been grossly under- 


estimated. In none of our patients have acido- 


philic milk (Yogurt) and/or buttermilk, em- 
ployed as a sole form of therapy, been effective. 
The Metchnikoffian ideas should be discarded 
for good, in spite of their repeated resurgence 
that is based on fancy, imagination, or tradition; 
somehow ideas hang on and survive reason. 
Also see the comments on the use of the living 
lyophilized Escherichia coli for the prevention of 
adverse side effects (elsewhere in the text). 

The occurrence of adverse side effects has been 
magnified, particularly by those who do not 
know how to recognize the early symptoms and 
how to treat them properly. 

Exaggerated fears of complications have led 
to ineffective antibiotic therapy. The clinician 
should neither be influenced nor deterred by the 
possible development of side effects when there 
is a clear-cut indication for the use of an antibi- 
otic (18). 

In recent years some of the medical discussions 
on the adverse side effects of antibiotics have 
reached the lay press, sometimes in a distorted 
manner. One lay publication (3) headlined this 
item, “‘Antibiotic Warning; Reckless Use of New 
Drugs May Cause Serious Trouble,” while an- 
other publication used the scare headline, ‘‘Mis- 
use of Antibiotics” (82). Surely, the public is 
entitled to information but such information 
should be complete, and in the case of antibiotics 
such reports should have made clear that re- 
actions might be inevitable. A small number of 
patients, having read an item in the newspaper 
concerning the “‘reckless use’’ (3) of antibiotics, 
blamed their physicians for having prescribed 
the drugs for “‘trivial trouble” that had caused 
their present “‘new”’ but avoidable disease. Sim- 
ilar complaints were again heard after the publi- 
cation of the recent item in a lay magazine (82). 


The veiled innuendo or the outright accusation 
that antibiotics are prescribed indiscriminately 
for trivial trouble by doctors should come from 
only qualified chemotherapeutists. 
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PREOPERATIVE PREPARATION OF THE COLON 


Turell et al. (147) made it clear that the pre- 
surgical preparation of the colon with sulfona- 
mide or antibiotic therapy is only an adjunct to 
colonic and major rectal operations and not a 
substitute for sound surgical principles, refine- 
ments of technique, or good anesthesia. Nor does 
bowel preparation replace the need for the cor- 
rection of dehydration, anemia, hypoprotein- 
emia, avitaminosis, or other deficiencies such 
as those encountered in ulcerative colitis in 
children (as well as in adults in whom cancer of 
the colon may produce these deficiencies). Par- 
enthetically, there is no need for sterilization of 
the colon prior to the performance of simple 
anorectal operations or operations for the removal 
of pilonidal disease. 

The historic development of sulfonamides was 
then traced, and it was pointed out that the utili- 
zation of the slightly absorbable sulfonamides in 
conjunction with or without the soluble sulfona- 
mide drugs has exerted a momentous and pro- 
found change in the surgery of the colon. Many 
surgeons began to abandon multiple stage opera- 
tions in favor of one stage resections and primary 
anastomosis. Furthermore, the closed techniques 
of anastomosis gradually gave way to the open 
type of anastomosis which is most popular at 
this time. The incidence of peritonitis and wound 
infection was lowered to such a degree that the 
beneficial role of these drugs was compared to 
that of iodine in the surgery of thyrotoxicosis. 

Subsequently, the chronological development 
of antibiotics was traced. The effect of penicillin, 
streptomycin, dihydrostreptomycin, chloram- 
phenicol, chlortetracycline, tetracycline, ery- 
thromycin, and magnamycin (carbomycin) on 
the intestinal bacterial population was discussed. 

It was pointed out that the ideal single drug 
for the preoperative sterilization of the colon is 
not yet available, that the complete sterilization 
of the large intestine is neither possible nor de- 
sirable, and that the presurgical bacteriologic 
preparation of the bowel has become almost a 
universally accepted practice in spite of the 
contrary or dissenting voice heard at times from 
the occasional surgeon who prefers to rely on 
mechanical cleansing of the gut alone. The prob- 
lem of selecting the proper therapeutic agents 
and programs is discussed in some detail. 

Soframycin, as a substitute for neomycin, is 
being accorded a clinical trial. It appears to 
have a better therapeutic range for gram-nega- 
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tive organisms, including the Proteus, with a 
small (half of that of neomycin) dosage (Prigot). 

The authors still favor the combination of 
neomycin with oxytetracycline, reserving the 
employment of the combination of neomycin 
with erythromycin for patients who have re- 
ceived large quantities of antibiotics in the past 
or patients in hospitals in which penicillin or 
the tetracyclines have been used excessively, 
conceivably reducing their effectiveness against 
staphylococci and/or coliform infections because 
of organism fastness. The value of the early de- 
tection and treatment of resistant enteric micro- 
cocci is stressed. Stool cultures (and Gram 
stains) should be done prior to, at the time of, 
and after, operation (81, 120). If resistant or- 
ganisms are found, carbomycin or erythromycin 
is employed. Postoperatively, spot checks of fecal 
cultures are made every 48 hours. If resistant 
micro-organisms are then detected, appropriate 
treatment is instituted. 

Because they felt that systemic protection of 
the patient undergoing colonic surgery is of value, 
as evidenced by the frequent finding of non- 
malignant mesenteric lymphadenitis, these au- 
thors are inclined to advocate the inclusion of an 
absorbable with a slightly absorbable antibiotic, 
for the present at least. Such a mixture is effective 
against (1) the intraluminal bacterial aerobic 
population, (2) anerobic bacteria, and (3) 
preoperative cellulitis and/or infection in and 
about the lesion, and it protects the intestinal 
anastomosis. Since the preparation of the bowel 
can be accomplished in less than 48 hours, the 
likelihood of the development of Micrococcus 
pyogenes enterocolitis is diminished. The rapidity 
of sterilization of the colon helps prevent un- 
suspected losses of potassium by the elimination 
of the numerous colonic irrigations and enemas. 
The loss of potassium incident to purgation or 
irrigation may predispose to, or increase, the 
chances of postoperative hypokalemia (113). 
Significant depletion of body potassium caused 
by the indiscriminate use of enemas was ob- 
served in a man with neurogenic constipation 
that was caused by a chronic cauda equina 
lesion. In a single enema there was a depletion 
of 259 milliequivalents of potassium. In normal 
individuals the values for excreted potassium in 
an enema varied from 1 to 11 milliequivalents, 
while in patients with neurologic disorders these 
values ranged as high as 75 milliequivalents. 
The training of patients in the proper care of 
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the bowels or the oral administration of potas- 
sium supplements prevented the depletion of 
potassium (96). 

Cohn and Rives (23) have presented evidence 
that intra-abdominally introduced antibiotics 
protect devascularized, colons including the site 
of anastomosis. 

Most recently it has been suggested that the 
antibiotic therapy after colonic surgery be com- 
bined with the living lyophilized Escherichia 
coli for the prevention of adverse side effects 
including enteritis caused by staphylococci (mi- 
crococci) or streptococci (166). In Germany, 
colifer (a proprietary preparation) has been 
employed orally in a dosage of 10 to 15 cubic 
centimeters in water, or the same dose has been 
given in 250 cubic centimeters of tepid water as 
an enema through a cecostomy opening, if one 
had been constructed. Early restoration of the 
reduced bacterial flora is said to follow the ad- 
ministration of the Escherichia coli culture, 
which prevents the overgrowth of resistant 
causative organisms. We are contemplating the 
assessment of the value of this form of therapy. 


NEW BOOKS 


In his new book, Gross (41) has devoted 
chapters to: (1) congenital malformations of the 
colon and rectum, (2) polyps of the colon and 
rectum, (3) chronic ulcerative colitis, (4) con- 
genital megacolon, and (5) rectal bleeding. 
These subjects, with insignificant exceptions, are 
well discussed, and the book is of inestimable 
value to those interested in colorectal diseases in 
juvenile patients. It is a welcome addition to the 
proctologic literature. 


NEW INSTRUMENTS 


Solow (119) has described an improved sig- 
moidoscope. While he makes no claims for 
originality for the distal and proximal illumina- 
tion, he used the term “‘new” in the very first 
line of his article and failed to mention that one 
of us (R.T.) had previously described this com- 
bined lighting system (135, 137). 


REFERENCES 


1. ANFANGER, H. J. Mount Sinai Hosp., N. York, 
1955, 22: 187. 

1a. AnscuuEtz, R. R. Surgery, 1951, 29: 532. 

2. Ant, M. N. York J. M., 1953, 53: 2376. 

3. Antibiotic Warning. New York Times, January 6, 
1952. 

4, ARNHEIM, E. E. Am. J. Surg., 1951, 81: 538. 

4a. Avery, J. L. J. Am. M. Ass., 1956, 161: 681. 













i a ow 


10. 
14. 
a2; 
13. 
14, 
15. 
16. 
its 
18. 
19. 





























20. 
21. 


ze: 
22a. 


23. 
23 


2 


24. 


25, 
25a. 


40. 


. CoMBEs, 


. FREEMAN, J. T., and Ravoiy, I. S. 


39a. 


BarcEN, J. A., and Kennepy, R. L. J.Postgrad. 
M., 1955, 17: 127. 

BerkowiTz, S. B., PEARL, M. J., and SHAPIRO, 
N.H. Ann. Surg., 1955, 141: 129. 

Bru, A. H., Jr., and Jounson, R. J. Surg. Gyn. 
Obst., 1953, 97: 307. 

Bit, A. H., and others. Surg. Gyn. Obst., 1954, 
98: 575. 

Brack, B. M., and Hanszro, G. L. Surg. Clin. N. 
America, 1950, 30: 1013. 

Brayton, D., and Norris, W. J. J. Am. M. Ass., 
1952, 150: 668. 

BrEARLEY, R. Brit. J. Surg., 1955, 43: 62. 
Brooke, B. M. Ulcerative Colitis and Its Surgical 
Treatment. Baltimore: Williams & Wilkins Com- 
pany, 1954. 

Brown, = and Cuan, K. F. Am. J. Trop. M., 
1955, 4:3 

Brown, a tai E. L., and Mason, A. Science, 
1953, 117: 609. 

Brown, S. S., and Scuoen, A. H. J.Pediat., S 
Louis, 1950, 36: 746. 

Bruwer, A., BARGEN, J. A., and KreLanp, R. R. 
Proc. Mayo Clin., 1954, 29: 168. 

Cannon, PR, "Bull. N. York Acad. M., 1955, 
31: 87. 


Castro, A. F. Clin. Proc. Child. Hosp., Wash., 
1955, 11: 29. 

CAULFIELD, P. A. Clin. Proc. Child. Hosp., Wash., 
$951, 72 745. 

Cuusip, E., and Lapin, J. H. N. York State J. M., 
1955, 55: 2195. 

Cocuran, J. L. Am. J. Dis. Child., 1955, 89: 350. 
Conn, B. D., and Murpny, D. R. Ann. Surg., 
1956, 143-430. 

Conn, I., Jr., and Rives, J.D. Ann. Surg., 1955, 
141: 707. 

B., Damon, A., and Gorttrriep, E. 
N.England J. M. 1956, 254: 223. 

Currtg, A. R., Gipson, T., and Goopatt, A. L. 
Brit. J. Surg., 1953, 41: 278. 

Davace, O. N. Am. J. Path., 1954, 30: 1191. 
Dawson-Epwarps, P., and Morrissey, D. M. 
Brit. J. Surg., 1955, 42: 643. 


. DENNING, J. * and others. Am. Surgeon, 1954, 


20: 1250. 


. Devine, J., and Wess, R. Surg. Gyn. Obst., 1951, 


92: 437 


. Drounet, E. Presse méd., 1955, 63: 620. 
. Durry, J.J. J. Am. M. Ass., 1951, 145: 545. 


Dukes, C. E. Ann. Eugen., Cambr., 1952, 17: 1. 


. Idem. Ann. R. Coll. Surgeons, England, 1952, 


10: 293. 


. Dukes, C. E., and LockuHart-Mummery, H. E. 


Surg. Clin. N. America, 1955, 35: 1277. 
Dye, W.S. Arch. Surg., 1951, 62: 823. 


. Editorial. J. Am. M. Ass., 1954, 155: 1063. 
. Fariey, W. J., 


and Kontgeczny, L. J.Pediat., 
S. Louis, 1953, 42: 177. 


. FRANKLIN, J. E. N. York State J. M., 1953, 53: 


1659. 
N.England 
J. M., 1955, 253: 958. 


. Gann, M. E., and Horrman, E. Am. J. Surg., 


1952, 83: 605. 


. Garpner, C.E., Jr. Ann. Surg., 1950, 131: 879. 
. Garnner, R. J., and Wootr, C. M. Cancer, N. Y., 


1952, 5: 695, 

Gause, G. F. Brit. M. J., 1955, 2: 1177. 
Goutcuer, J.C. Ann. R. Coll. Surgeons, England, 
1951, 8: 421. 


234 International Abstracts of Surgery - September 1956 
. Barsa, W. P. J.Pediat., S. Louis, 1952, 41: 328. 


41. 


42. 


43. 
44. 
45. 
46. 
47. 


48. 
49. 


50. 


76a. 


he 
78. 


79. 
80. 


81. 


. Haypen, E. P. N. England J. 
. Hayes, H. T., and Burr, H. B. J. Am 


. Kerr, J. B. 
8 KIESEWETTER, W. B., CANCELMO, R., and Koop, 


. Kirsner, 


% Ler, Cc 


Gross, R. E. Surgery of Infancy and Childhood; 

Its Principles and Techniques. Philadelphia: W. 

B. Saunders Co., 1953. 

Gross, R. E., Cratwortuy, H. W., Jr., and 

Meeker, I. A., Jr. Surg., Gyn. Obst., 1951, 92: 

341. 

Gross, R. E., and Fercuson, C. C. Surg. Gyn. 

Obst., 1952, 95: 631. 

Gross, R. E., Hotcome, G. W., Jr., and FARBER, 

Ss. Pediatrics, 1952, 9: 449. 

Gross, R. E., Hotcoms, G. W., and Swan, H. 

Arch. Surg., 1953, 66: 143. 

HALLENBECK, G. A, and Waucu, J. M. Surg. 

Clin. N. America, 1952, 32: 1203. 

Hanpy, V. H., and GoLppERG, I. DD. N.York 

State J. M., 1956, 56: 258. 

Harris, J. W. Am. J. Surg., 1953, 86: 577. 

Harris, L. E., Corsin, P. F., and Hin, J. R. 

Pediatrics, 1954, 13: 59. 

Hawortn, J. C., and Zacuary, R. B. Lancet, 

Lond., 1955, 2: 10. 

M., 1954, 251: 304. 
m. M. Ass., 

1953, 153: 1114. 


. Hetwie, E. B. Am. J. Dis. Child., 1946, 72: 289. 
. Hickey, R. C., and Layton, J. 


M. Cancer, N.Y., 
1954, 7: 1031 


. Hicoins, T. T. Brit. J. Surg., 1951, 38: 392. 
. Huegston, J. T. Brit. J. Surg., 1953, 41: 307. 
. Huttistex, H. E. Postgrad. 
. Hunt, A. D., Jr. Pediatrics, 1952, 9: 607. 
Josern, H. J. Am. J. Gastroenterol., 1954, 22: 489. 
. Kacan, B. M. J. M. Soc. N. Jersey, 1952, 49: 501. 
. Kareuitz, S. N.York State J. M., 1951, 51: 234. 

. Keerer, G. P., and Moxrouisky, J. F. Radiology, 


M., 1955, 18: 73. 


1954, 63: 157. 


. Kenpic, E. L., Jr., and pene S. G. Antibiot. 


& a 1954, 4:111 
Am. J. Surg., 1948, 76: 667. 


C. E. J.Pediat., Ss. Louis, 1955, 47: 660. 


. Kinsey, O. T., JR., and Cuitpers, J. H. Am. 


Surgeon, 1952, 18: 748. 
J. B., Raskin, H. F., and Parmer, W. L. 
Am. J. Dis. Child., 1955, 90: 141. 


. Kuern, R. R., and Scarsoroucn, R. A. Am. J. 


Surg., 1954, 88: 6. 


- Koop, E. Cc. Pennsylvania M. J., 1950, 53: _ 
II. J. Am. M 


Lang, C. G., and Lurxart, R. H., 

Ass., 1951, 146: 717. 

M., jJr., and Bess, K.G. Surgery, 1951, 
30: 1026, 


. Lee, C. M., Jr., and MacMittan, B. G. Radiology, 


1950, 55: 807. 
LeFevre, H. W., and Jacques, T. F. Am. J. Surg., 
1951, 81: 90. 


. Leon, E. E., and Karsuner, R.G. California M., 


1952, 76: 276. 

LICHTENSTEIN, I. L., and Herzixorr, S. S. Ann. 
Surg., 1955, 141: 95. 

LIviENTHAL, H. Am. Med., 1901, 1: 164. 
LILceHeE!, R.C., and WANGENSTEEN, O.H. J. Am. 
M. Ass., 1955, 159: 163. 

Lyons, A. S. Surg. Clin. N. Am., 1955, 35: 1411. 
Mayo, C. W., DEWEERD, J. H., and JAcKMAN, 
R. J. Surg. Gyn. Obst., 1951, 93: 87. 

McCarty, R. T. Am. J. Surg., 1953, 86: 50. 
McWuorter, H. E., and Woo.ner, L. B. Cancer, 
N. Y., 1954, 7: 564. 

MILBERG, M. B., and others. Antibiot. Annual 
(edited by H. Welch), 1954-1955, p. 462. Medical 
Encyclopedia, N. York, 


tie: Mer Re PRINTER Henge f° 















| ec cas 


Chie PEED re 


















101. 
102. 


103. 
104. 


105. 
106. 
107. 
108. 
109. 
110. 











PEE 6S Se PIP NE ORT ETEE IE I Ae NIE RRO Ye Gey 


Fes 3M 


Steel 
eaten! 








82. 


83. 
84. 


85. 


86. 
87. 


88. 
89. 


90. 


90a. 


91. 
92. 


92a. 


93. 
94. 
96. 
97. 
98. 
99. 


100. 
101. 


102. 


103. 
104. 


105. 
106. 
107. 
108. 
109. 


110. 
111, 


112. 
113. 
114. 
115. 


116, 
117. 


118, 
119. 
120. 
121, 
122, 
123. 


Turell, Pomeranz, Denmark: THE COLON AND ANORECTUM IN PEDIATRIC PRACTICE 235 


Misuse of Antibiotics. Time Magazine, November 
21, 1955. 

Moorg, S. W. Am. J. Surg., 1951, 82: 390. 
Moorg, T. C., and Lawrence, E. A. Surg., Gyn. 
Obst., 1952, 95: 281. 

Moriarty, L. R., and Ramsey, B. W. Pediatrics, 
1955, 15: 438. 

era § P. Am. J. Surg., 1954, 88: 815. 
Nicuamin, S. J., and Katiet, H. I. J.Pediat., 
S. Louis, 1951, 38: 468. 

O.tpFIELD, M.C. Brit. J. Surg., 1954, 41: 534. 
O’Recan, C., and Scuwarzer, S. J.Pediat., 
S. Louis, 1954, 44: 172. 

Ortiz, R., BaFFEs, T. G., and Ports, W. J. 
Quart. Bull. Northwest. Univ. M. School, 1953, 
27: 301. 

Perry, J. F., Jk. Spectrum in J. Am. M. Ass., 
1956, 160: 26. 

Peskin, H. N. York State J. M., 1954, 54: 1383. 
Peterson, C. G., and Giimer, G., Jr. Surgery, 
1951, 30: 329. 

Peutz. Ned. mschr. verlosk., 1921, 10: 134. 
PickrELL, K. L., and others. Ann. Surg., 1952, 
135: 853. 

Idem. Plastic & Reconstr. Surg., 1954, 13: 46. 


. Idem. Am. J. Surg., 1955, 90: 721. 


Pium, F., and Dunninc, M. F. Spectrum in J. Am. 
M. Ass., 1955, 159: 26. 

Potts, W. J., Riker, W. L., and DeBoer, §&§ Ann. 
Surg., 1954, 140: 381. 

Pratt, A. G., and Reap, W. T., Jr. J.Pediat., 
S. Louis, 1955, 46: 539. 

Queries and Minor Notes. J. Am. M. Ass., 1950, 
143: 859. 

Idem. J. Am. M. Ass., 1953, 151: 1461. 

Raap, M. A. ed. Ann. District of Columbia, 
1955, 24: 391. 

Racuetson, M. H., and Fercuson, W. R. Am. J. 
Dis. Child., 1955, 89: 346. 

Ravitcu, M. M. Ann. Surg., 1953, 137: 588. 
Ravitcu, M. M., and Hanpetsman, J. C. Bull. 

Johns Hopkins Hosp. wy LOSE, 86: 59. 

Ravitcu, M. M., and Scorr, W. W. Surgery, 
1953, 34: 843. 

Ravircn, M. M., and Situ, E. I. Surgery, 1951, 
30: 733. 

Reep, T, E., and Neer, J. V. Am. J. Human 
Genetics, 1955, 7: 236. 

Ricuarps, M. R., and Hiatt, R. B. Pediatrics, 
1953, 12: 253. 

Ricpon, R. H., Crass, G., and Martin, N. Arch. 
Path., Chic., 1954, 58: 85. 

Ripstein, C.B. J. Am. M. Ass., 1953, 152: 1093. 
Ritter, J. A., HAawrHorng, H. R., and METzceErR, 
H.N. Pediatrics, 1950, 5: 791. 

Rives, J. D., Herpner, W. C., and Powe tt, J. L. 
Surg. Clin. N. America, 1955, 35: 1421. 

Roserts, K. E., and others. Surg. Clin. N. Amer- 
ica, 1955, 35: 1189. 

SaFRAN, N., and GREENBERG, A. M. Radiology, 
1951, 57: 738. 

SantTuLu, T. V. Surg. Gyn. Obst., 1952, 95: 601. 
Scuitta, F.W. Am. J. Surg., 1954, 88: 759. 
Scuwarzer, S., and others. J. Pediat., S. Louis, 
1954, 45: 285. 

SLADEK, E.F. Am. J: Surg., 1955, 90: 860. 
Sotow, A. L. Am. J. Surg., 1955, 89: 714. 

Speare, G.S. Am. J. Surg., 1954, 88: 523. 

State, D. Surg., Gyn. Obst., 1952, 95: 201. 

State, D. Am. J. Gastroenterol., 1954, 22: 47. 

ao H. L., and others. Radiology, 1955, 
4: 45, 


124. 


125. 
126. 
127. 
128. 


129. 
130. 


131. 
132. 


133. 


134. 
435. 


136. Id 


537. 
138. 
139. 
140. 
141. 


142. 
143. 


143a. 


144. 
145. 


146. 
147, 


148. 
149. 


150. 
151. 
152. 
153. 
154. 
155. 
156. 
$57. 
158. 
159. 


160. 
161. 


162. 
163. 
164. 
165. 


166. 
167. 


STERNBERG, T. H., and others. Antibiotics Annual 
(edited by H. Welch), 1953-1954, p. 199. Medical 
Encyclopedia, N. York. 
StorsTEEN, K. A., KERNOHAN, J. W., and BARGEN, 
Jj. A. Surg. Gyn. Obst., 1953, 97: 335. 
Susnow, D. A. Am. J. Surg., 1950, 79: 129. 
Swenson, O. Pediatrics, 1951, 8: 542. 
Swenson, O., and Fisuer, J. H. Arch. Surg., 
1955, 70: 535. 
Idem. N. England J. M., 1955, 253: 1147. 
Swenson, O., FisHer, J. H., and MacManon, 
H. E. N. England J. M., 1955, 253: 632. 
Swenson, O., and RHEINLANDER, H. F. Surg. 
Gyn. Obst., 1952, 95: 738. 
Symposium on the function and disease of the 
anorectum and colon (edited by R. Turell). Surg. 
Clin. N. America, October, 1955, 35: 1. 
Symposium on pediatric proctology (edited by R. 
Turell). Pediat. Clin. N. America, February, 1956, 
vol. 3. 
Towstey, H. A. J. Michigan M. Soc., 
54: 1064. 
Turett, R. Surgery, 1949, 25: 601. 

em. Am. J. Dis. Child., 1950, 79: 510. 
Idem. J. Am. M. Ass., 1952, 149: 833. 
Idem. Cancer, 1954, 4: 92. 
Idem. N. York State J. M., 1954, 54: 791. 
Idem. Wisconsin M. J., 1955, 54: 413. 
Idem. In scientific exhibits (1955) of Am. M. Ass. 
New York: Grune & Stratton, Inc., 1955. 
Idem. J. Am. M. Ass., 1955, 158: 173. 
Idem. Pediat. Clin. N. America, February, 1956, 
vol. 3, page 15. 
Idem. To be published. 
Ture, R., and Grapstone, A. A. Surg. Gyn. 
Obst., 1951, 93: 417. 
Ture, R., and Maynarp, A. de L. J. Am. M. 
Ass., 1954, 155: 1046. 
Idem. J. Am. M. Ass., 1954, 156: 217. 
Turett, R., and others. Surg. Clin. N. America, 
1955, 35: 1211. 
Idem. Surg. Clin. N. America, 1955, 35: 1259. 
Ture.it, R., and Maynarp, A. de L. J. Am. M. 
Ass., 1956, 161: 57. 
TurnBuLt, R. B., Jr., and Crire, G., Jr. J. Am. 
M. Ass., 1955, 158: 32. 
Unte, A. O., and Campsett, D. U.S.Armed 
Forces M. J., 1955, 6: 1525. 
VAN ZWALENBURG, B. R. Am. J. Roentg., 1952, 
68: 22. 
VeNnTuRO, R.C. Am. J. Surg., 1953, 86: 641. 
Watton, F. E. Arch. Surg., 1951, 62: 833. 
WartTHEN, R. O., Latrman, I., and Wuite, C. S. 
Arch. Surg., 1952, 83: 487. 
WEALE, F. E. Lancet, Lond., 1955, 1: 230. 
Werner, R.S. N. England J. M., 1955, 253: 795. 
Wee tock, F. C., and WARREN, R. N. England 
Jj. M., 1955, 252: 421, 
WIETERSEN, F. K. Grace Hosp. Bull., Detr., 1955, 
aa0 3 
WILuass, C.,Jr. Ann. Surg., 1954, 139: 825. 
Wison, B. J., NEtson, A., and HARSHBARGER, M. 
Surg. Gyn. Obst., 1954, 99: 34. 
Woon, W. S., and others. Arch. Int. M., 1954, 
94: 351. 
Woo tr, C. M., Ricuarps, R. C., and GARDNER, 
E. J. Cancer, N. Y., 1955, 8: 403. 
Youna, W. G., Jr. ‘Surgery y, 1953, 34: 46. 
Zanca, P. U. S: Armed Forces M. J-, 1956, 7: 116. 
ZETTLER, F. Minch. med. Wschr., 1955, 97: 1527. 
ZIMMERMAN, L. M., and LAurMan, H. Ann. Surg., 
1953, 138: 82. 


1955, 


ABSTRACTS OF CURRENT LITERATURE | 





SURGERY OF THE HEAD AND NECK 


HEAD 


A Series of 455 Cases of Parotid Tumor (Enseigne- 
ments a retirer d’une série de 455 tumeurs de la région 
parotidienne). HEnrt REpon and J. Betcour. Mem. 
acad, chir., Par., 1955, 81: 991, 


THE AUTHORS discuss the surgical treatment of parotid 
tumors on the basis of 455 operative cases. They ad- 
vise total parotidectomy for mixed tumors because 
simple enucleation is prone to permit recurrence. 
They recognize the likelihood of recurrence when the 
capsule of the tumor is used as the cleavage plane, be- 
cause microscopically the tumor extends beyond this 
point and such tumors may be multifocal in origin. 
Following 127 resections for primary tumor there was 
1 recurrence. The facial nerve was sacrificed in 18 
instances. The authors show the difficulties encoun- 
tered in preserving the facial nerve during operation 
for recurrence. In 50 of 62 cases requiring operation, 
the nerve could be preserved. 

There were 54 patients with carcinoma of the paro- 
tid who underwent total resection. Of 27 in whom the 
nerve was preserved, or only one branch was sacrificed 
11 survived from 5 to 11 years. Of 27 who had more 
extensive resection, including the nerve, only 5 sur- 
vived 5 years. Of 7 with cylindromas, 3 are without 
evidence of recurrence 3 to 7 years later and 1 is alive 
9 years later but has evidence of recurrence. All were 
treated with surgical excision plus irradiation. 

Chronic parotitis was treated by excision of the 
involved lobe with the blocked duct. Benign tumors 
such as lipomas, cysts, and lymphoid tumors are re- 
moved for cosmetic reasons only and simple enuclea- 
tion is deemed adequate. —Howard D. Sirak, M.D. 


Comments on 35 Operative Cases of Parotid Tumors 
(A propos de 35 tumeurs parotidiennes opérées). H. 
WE TI. Mem. acad. chir., Par., 1955, 81: 1007. 


THE AUTHOR presents 35 consecutive cases of parotid 
tumors collected between the years 1934 to 1955. These 
tumors were all removed by partial or total parotidec- 
tomy, and a careful follow-up study has been made. 

Thirty-three of the patients had benign tumors, and 
2 had epitheliomas. The 2 latter tumors were rather 
large and, in spite of a radical operation including total 
parotidectomy, block dissection of the neck, and sacri- 
fice of the facial nerve, the patients died 6 and 7 months 
postoperatively. Death resulted from recurrence of the 
tumor and distant metastasis. 
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Of the 33 tumors, 29 were mixed tumors of the 
parotid gland and 4 were classified as miscellaneous. 
Partial parotidectomy was performed on 13 of the 
patients, and total parotidectomy on 16. There was 
only one recurrence of the tumor among the 13 who 
underwent partial removal of the gland, and none 
among those who had a total parotidectomy with 
preservation of the facial nerve. 

The author is of the opinion that, while total parot- 
idectomy is a better procedure for preventing the 
recurrence of benign tumors, he feels that a partial 
parotidectomy has a definite place in therapy. When it 
is well performed, with complete eradication of the 
presenting tumor, its capsule, and the surrounding 
gland, recurrence is very rare, and when it happens the 
tumor is always benign. —Peter Beaconsfield, M.D. 


Comments on 200 Parotid Tumors Which Were Oper- 
ated Upon (A propos de 200 tumeurs parotidiennes 
opérées), P. Moyse. Mem. acad. chir., Par., 1955, 81: 
999. 


THE SIGNIFICANCE of this report on 200 patients with 
parotid tumors emerges from the fact that all of them 
were operated upon by a group of only four surgeons 
employing an identical surgical technique, and that 
these surgeons prefer total parotidectomy with preser- 
vation of the facial nerve even for benign tumors of the 
gland. 

The group of 200 patients comprised 97 with mixed 
parotid tumors, 40 with epitheliomas, 14 with cylin- 
dromas, 3 with fibrosarcomas, and 46 with miscella- 
neous tumors including various benign lesions, chronic 
parotiditis, secondary malignant melanomas, and 
Mikulicz’s disease. 

Of the 96 mixed parotid tumors 8 showed malignant 
changes on histological examination. Six of the 8 
patients had previously undergone partial parotidec- 
tomy for benign lesions, and 5 of the 6 had had more 
than one operation. Five of the 8 patients died 
between 11 months and 6 years after the total paroti- 
dectomy. The remaining 3 have survived 3 years, 7 
years, and 14 years since the operation. In the author’s 
experience, degenerative mixed tumors of the parotid 
gland have a more serious prognosis than true epithe- 
liomas. 

Twenty-six, or 29.2 per cent of the remaining 89 
patients with mixed parotid tumors had recurrences 
following partial parotidectomy or simple enucleation 
of the tumor. Total parotidectomy with preservation of 
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the facial nerve was performed on 75 of these patients, 
50 of whom were being operated upon for the first 
time. No damage to the facial nerve was incurred in 
any of these patients. Since the operation, periods vary- 
ing from 3 to 15 years, none of these 75 patients has 
shown any evidence of recurrence. 

Of the 40 epitheliomas, 10 were diagnosed as malig- 
nant prior to surgery because of their rapid growth. 
The remainder were diagnosed during operation or on 
histological examination. Of the 10 patients, 9 died 
within 18 months after operation. One survived 14 
years. Survival among the other 30 varied from a few 
months to 5 to 10 years. Total parotidectomy was per- 
formed in all of these patients, but no attempt was 
made to preserve the facial nerve when it was involved 
by the tumor, or if malignancy was obvious at opera- 
tion. Most of these patients also had postoperative 
roentgen therapy. 

With regard to the 14 cylindromas, the author men- 
tions the marked radiation sensitivity of these tumors. 
He questions the value of x-ray therapy versus that of 
surgery, as both appear to give approximately similar 
results. He points out, nevertheless, that he prefers 
total parotidectomy followed by x-ray therapy. 

Of the 3 patients with fibrosarcomas, one died after 
4 months, one after 2 years, and the third survived 10 
years after removal of the gland. This last patient had 
only a small lesion, but a maximal resection, en bloc, 
was done, including part of the maxilla. 

Prior to each operation the author suggests that a 
sialograph should be taken. This is of value in locating 
the exact position of the lesion and its relation to the 
surrounding tissues. —Peter Beaconsfield, M.D. 


“son Capillary Hemangiomas of the Parotid 
Gland; a Lesion Characteristic of Infancy. J. S. 
CampBELL. WV. England 7. M., 1956, 254: 56. 


THREE CASES of benign congenital capillary heman- 
gioma of the parotid gland are presented. 

Fifty-four of 61 cases appearing in the literature 
occurred in the first year of life, which comprises 90 
per cent of the reported cases of various parotid 
tumors occurring at this age. This age distribution is 
important in the differential diagnosis of parotid en- 
largement occurring before the age of one year. Most 
of these tumors have affected girls. There is evidence 
to suggest that a large number of recognized tumors 
were found but not reported. These lesions may be 
typical of one of the variable manifestations of con- 
genital vascular dysplasia involving structures of the 
head and neck, but they have not been reported in 
association with serious intracranial vascular anoma- 
lies. The prognosis for parotid hemangioma is good 
and the treatment is complete surgical extirpation of 
the lesion with special attention to avoid any perma- 
nent damage to the facial nerve during removal. 

The lesions in the 3 cases reported by the author 
were typically benign capillary hemangiomas. Oc- 
casionally, hemangiomas may extend beyond the 
parotid capsule and into the adjacent tissues but this 
alone should not be considered sufficient evidence for 
a diagnosis of malignant degeneration in these tumors, 
particularly in view of the satisfactory follow-up data 
in these cases. Recurrence of the lesion is probably an 
indication of incomplete removal of the hemangioma. 
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The choice of surgical procedure is likely to be 
determined by the extent of the lesion. In some of the 
reported cases, subtotal parotidectomy sufficed to ex- 
cise the grossly visible tumor; in some cases the super- 
ficial lobe was involved and in others the retromandib- 
ular portions were involved. In some cases the heman- 
gioma may extend into the neck inferiorly toward the 
clavicle and may invade the submaxillary and ptery- 
gomaxillary spaces. These lesions, however, may be 
successfully removed by surgery. 

— John E. Karabin, M.D. 


Adamantinoma; a Brief Review of the Condition 
with Description of a Case Treated by Immediate 
Replacement with a Tantalum and Acrylic Pros- 
thesis Following Resection of the Affected Area of 
the Mandible. W. G. Hotpswortu and N. L. Rowe. 
Brit. F. Surg., 1955, 43: 255. 


ADAMANTINOMA (ameloblastoma, epithelial odontoma) 
is a slowly growing, locally invasive neoplasm of 
epithelial origin which occurs principally in the jaws, 
and most commonly in the third molar region of the 
mandible. It is considered to be the result of aberrant 
growth or malformation of the developing enamel 
organ. Neoplasms presenting a similar histologic pic- 
ture to adamantinoma of the jaw have been described 
in the hypophysis and tibia. 

The cells of the mucous membrane of the mouth 
may develop into either simple stratified squamous 
epithelium lining the oral cavity, or a component of 
the odontogenic tissue, the enamel organ, and the 
anlage of the mucous salivary glands. The inclusion 
within the bone of the jaws of a substantial amount of 
tissue derived from tooth formation may, by prolifera- 
tion of this tissue, give rise to aberrant structures, e.g., 
dental cysts, dentigerous cysts, adamantinoma, or 
intra-alveolar epidermoid carcinoma. 

Adamantinoma is regarded by some as a basal cell 
carcinoma of the mouth. Although the typical ada- 
mantinoma resembles the developing enamel organ, 
the former demonstrates solid cords of epithelial cells 
invading the surrounding tissues. There are also 
palisades of columnar cells surrounding a stellate 
reticulum. Many cell types are observed: i.e., squa- 
mous, adenomatous, fibrous, melanotic, and solid. 

Clinically, adamantinoma behaves like a basal cell 
carcinoma, with slow growth and progressive local 
invasion. Extension beyond the periosteum is uncom- 
mon. Metastasis is rare, but recurrence is common 
after inadequate removal. Adamantinomas are un- 
accompanied by pain unless there is superimposed 
infection. Sexes are equally affected; most adamanti- 
nomas occur around the age of 30, and four-fifths 
occur in the mandible in the region of the third molar. 

Radiologically, the typical case demonstrates a 
multilocular radiolucent lesion commonly located at 
the angle of the mandible, and showing thinning of 
the bony cortex. ; 

Diagnostic biopsy is suggested as a preliminary 
step. Treatment by local curettage will result in a high 
recurrence rate. When the lesion is roentgenologically 
demonstrated to be well localized and confined to the 
upper portion of the alveolar bone, local resection, 
leaving the uninvolved basal bone, may be justified. 
This procedure is best performed from an external 
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approach to ascertain the upper limits of the lesion. 
Very few cases are amenable to such local treatment. 

Radical resection of the affected area is the treat- 
ment of choice since the great majority of adamanti- 
nomas are radioresistant. After resection of the affected 
bone, continuity may be restored by means of a bone 
graft allowing the elapse of at least six weeks before 
grafting. Steinmann pins embedded in the bone ends 
or acrylic space retainers are employed to prevent 
deviation of the chin toward the affected side during 
the six-week period. Some authors have described the 
immediate insertion of a vitallium half-mandible 
with successful functional retention. 

In the case presented, an adamantinoma, 4 by 3 
centimeters, was noted at the angle of the left mandi- 
ble. Preoperatively, a half-mandible of “‘girder-like”’ 
construction was fashioned of sheet tantalum. The 
trough between the sides of the “girder” was filled 
with methyl methacrylate resin. Through a sub- 
mandibular incision the affected mandible was re- 
sected to just beyond the mental foramen, preserving 
the condyle and condylar neck. The prosthesis was 
wired at each end to the bone ends. The wound 
healed per primam. 

The patient has been followed for two years. A new 
set of dentures has been fitted; he has had no trouble 
from the prosthesis, and he has a full range of mandib- 
ular movement. The cosmetic result as evidenced by 
the photographs is most satisfactory. 

—Edward M. Miller, M.D. 


EYE 


The Radioactive Phosphorus (P%?) Uptake Test in 
Ophthalmology; a Review of the Literature and an 
Analysis of Results in 262 Cases of Ocular and Ad- 
nexal Disease. Irwin S. TERNER, IRvinc H. LEo- 
POLD, and IsaporE J. E1sENBERG. Arch. Ophth., Chic., 
1956, 55: 52. 


THE LITERATURE pertaining to use of the radioactive 
phosphorus uptake test and its application in ophthal- 
mology is reviewed comprehensively, and the tabu- 
lated findings in 262 cases are analyzed. Of these 
lesions, 233 were intraocular and 29 were extraocular. 
The readings were taken one hour and 24 hours after 
the injection of the isotope. From these findings a 
criterion for a positivity test was established. The test 
is considered positive when in one hour there is an 
uptake 30 per cent greater than normal, and when in 
24 hours there is an increase beyond the 24 hour cal- 
culation. The above criteria are also applicable to lid 
lesions, but the test is also considered positive if the 
one-hour calculation is over 100 per cent greater than 
normal, regardless of the 24-hour calculation. 

Among the 233 cases of intraocular lesions subjected 
to P%? uptake testing, there were three false-positive 
tests in the group of inflammatory lesions, and three 
false-negative tests in 30 cases of intraocular malig- 
nant melanoma. In 6 cases of retinoblastoma there 
were five false-negative tests. Among the 29 cases of 
extraocular lesions there was one false-negative test 
occurring in a case of basal-cell epithelioma of the 
eyelid. 

The conclusions emerging from this extensive ex- 
perience are that the test is a valuable aid in the dif- 
ferential diagnosis of serous and solid retinal detach- 





ments, provided that the lesion is within reach of the 
counter tube. The test is not dependable in cases of 
intraocular malignancy in the posterior segment of 
the globe beyond the reach of the presently available 
counter tube. The results are less accurate in one-eyed 
patients, in bilateral pathologic conditions, and in 
postoperative inflammatory reactions. The test is not 
reliable in retinoblastoma and epithelioma of the lid. 

In testing adnexal lesions, there are many variables 
such as size and vascularity of the lesion, thickness and 
vascularity of the site used as normal for comparison, 
tumor growth, and phosphorus metabolism. In orbital 
lesions the P® test offers the surgeon an advantage 
otherwise attainable only by biopsy. In lid lesions 
this merit is of no great significance. 

—Ray Karchmer Daily, M.D. 


Epidermoid Carcinoma of the Lacrimal Sac. RoseErt 
J. Davis. Arch. Ophth., Chic., 1956, 55: 21. 


Tumors of the lacrimal sac are comparatively rare, 
and the literature contains only a little over 100 veri- 
fied cases. The author presents the case of a man 39 
years of age, who, seven months prior to admission, 
noticed a swelling along the right side of the nose 
near the eye. Histologic examination of the dissected 
tumor revealed it to be an epidermoid carcinoma of 
the lacrimal sac. The ethmoid cells were exenterated 
through an external approach. One year after opera- 
tion, at the time of the present report, there was no 
recurrence or metastasis. 
The article is accompanied by three illustrations. 
—Ray Karchmer Daily, M.D. 


Sarcoidosis of the Lacrimal Glands Associated with 
Sjégren’s Syndrome; Their Relationship with 
Mikulica? Syndrome. E.uis Gruser. Arch. Ophth., 
Chic., 1956, 55: 42. 


THE LITERATURE on sarcoidosis, Sjégren’s syndrome, 
and Mikulicz’ disease is reviewed, and the histologic 
features of these diseases are compared. The author 
reports a case of generalized sarcoidosis with bilateral 
swelling of the lacrimal glands, associated with 
Sjégren’s syndrome. The patient, a woman of 40, was 
found to have an increased sedimentation rate, a 
slight eosinophilia, and dryness of the eyes and mouth. 
Treatment with metacorten gave relief of both con- 
ditions. It is suggested that a definite relationship 
exists between all three diseases, and that the etiologic 
factor may be of a chronic infective nature, such as 
a virus. —Ray Karchmer Daily, M.D. 


Further Considerations on the Surgical Correction of 
Blepharophimosis (Epicanthus), Epmunp B. SPAETH. 
Am. F. Ophth., 1956, 41: 61. 


FURTHER CONSIDERATIONS on the surgical correction 
of blepharophimosis (epicanthus) are presented. Bleph- 
arophimosis includes a group of congenital defects 
due to developmental faults (a) in the orbits within 
the periaxial mesodermal masses which normall 
would differentiate into the ocular muscles, and (by 
in those various structures which form the canthal 
angles. 

Ptosis of the upper eyelid is an almost constant part 
of this anatomic complex. The ptosis is not paralytic 
but is due to an aplasia of the levator muscle and to 
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the subsequent fibrosis of this muscle and its tendon. 
Of the other associated deformities, entropion, trichia- 
sis, and epiblepharon are the most common. 

Not only a cosmetic, but also a functional, correc- 
tion is required. The ptotic eyelid must be elevated, 
the palpebral fissure lengthened, the lengths of the 
upper and lower eye lids equalized, and the epican- 
thal folds disposed of satisfactorily. 

Many cases of blepharophimosis are associated with 
epicanthus inversus, a type of defect in which the 
greatest epicanthal fold arises from the lower eyelid 
and passes upward. This condition ‘requires special 
surgical treatment designed to eliminate the epicanthal 
fold and to equalize the length of the two eyelid mar- 
gins. All the surgery is performed at the medial can- 
thal angle and in the lower eyelid. 

Spaeth stresses the following points in the surgery 
of blepharophimosis. Tissue resections do not correct 
the basic disease. After they eliminate the epicanthal 
fold the palpebral fissure becomes elongated by drag- 
ging the inner canthal angle toward the midline, thus 
increasing the ptosis and failing to correct the dissimi- 
larity in the palpebral fissures. The proper method 
for correction is a plastic rearrangement of tissues as 
they lie in the epicanthal folds. The ptosis requires 
special attention, but this is not difficult to correct. 

Four aspects should be considered in the correction 
of blepharophimosis: (1) correction of the ptosis, (2) 
elongation of the palpebral fissure, (3) correction or 
adjustment of the dissimilarity in the length of the 
margins of the eyelid, and (4) elimination of the 
epicanthus. — Joshua Kuckerman, M.D. 


Further Investigations on the Virus of Behcet’s Dis- 
ease, NECDET SEZER. Am. 7. Ophth., 1956, 41: 41. 


THE AUTHOR presents his further investigations on the 
virus of Behcet’s disease, a syndrome characterized by 
iridocyclitis with hypopyon, aphthous lesions in the 
mouth, and ulcerations on the genitalia. Behcet first 
described this condition in 1937, and even attempted 
to report the cause as being viral. As more cases were 
identified, other manifestations were observed (gen- 
erally in association with high fever): furunculosis, 
pyoderma, abscesses, papulopustular dermatitis, swell- 
ing of the joints, rheumatic pains, orchitis, hydrocele, 
and phlebitis. 

In previous studies Sezer had proved the etiology 
of the disease to be viral. In the present study Sezer 
points out that: 

1. All patients with Behcet’s disease had had an 
inflammation of the joints similar to polyarticular 
rheumatism. 

2. Before the eye manifestations appear, the disease 
can be diagnosed and the virus isolated from the 
blood of patients who have aphthae in their mouth 
and on their genital organs. 

3. It is a communicable disease, having been ob- 
served in three brothers. 

4. The degree of viremia may be correlated with 
the clinical manifestations of the disease. 

5. As the viremia increases in the blood, the titrate 
of the complement-fixation reaction decreases; as the 
degree of viremia decreases, the titrate of the comple- 
ment-fixation reaction increases. The complement- 
fixation reaction, which is as high as 1/126 during 
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periods of remission, decreases to 1/64 and even to 
1/16 during an acute crisis. 

6. The virus is excreted in the urine. 

7. Treatment by cortisone is contraindicated be- 
cause it increases the clinical manifestations and de- 
creases the titrate of antibodies in the blood stream. 

— Joshua Luckerman, M.D. 


Caliber Changes in Retinal Vessels Occurring in 
Raised Ocular Tension; Circulatory Compensation 
in Chronic Glaucoma. J. H. Dosree. Brit. 7. Ophth., 
1956, 40: 1. 


IN THE PRESENCE of increased intraocular pressure, 
the venous pressure must always be somewhat higher 
than the ocular pressure if the circulation is to be 
maintained. As the ocular pressure rises the arteries 
pile up enough pressure to maintain the intraocular 
circulation. The author states that photographs of the 
fundus in glaucoma simplex indicate that there is an 
accompanying dilatation of the intraocular vessels, 
especially at higher tension levels. A very small in- 
crease in caliber is sufficient to lower the vascular 
resistance and thereby greatly improve the ocular 
circulation. As to the cause of this vascular dilatation, 
it would seem that the circulatory embarrassment 
leads to an excess of carbon dioxide acting directly on 
the walls of the vessels, and, as elsewhere in the body, 
leading to vasodilatation. 
— James E. Lebensohn, M.D. 


A Study of Retinoblastoma. Roszrt J. Herm and 
PaRKER HEAtu. Am. 7. Ophth., 1956, 41: 22. 


THE AUTHORS PRESENT A Statistical study of eyes from 
176 cases of retinoblastoma submitted to the eye 
pathology laboratory of the Massachusetts Eye and 
Ear Infirmary, in Boston. 

Of 152 patients, 51 females and 75 males had uni- 
lateral involvement and 11 females and 15 males had 
bilateral involvement. In 15 patients, both eyes were 
involved when first seen; in 27 patients both eyes were 
eventually involved (18.5 per cent of the 146 on whom 
these data were available). 

Exclusive of tumors occurring after the age of 6 
years, the mean age at the onset of symptoms was 
21.7 months and the mean age at initial treatment 
was 26.6 months. One patient presented symptoms at 
2 weeks of age. Two patients had histories of symp- 
toms at birth. The oldest patient in the series was 47 
years of age at the onset of symptoms, and enucleation 
took place 6 months later. 

In patients with bilateral involvement, the length 
of time between enucleation of the first eye and the 
beginning of treatment of the second eye was between 
4 months and 39 months. 

The data in this study may be summarized as fol- 
lows: 

Of the 176 patients with retinoblastoma, 79 were 
adequately followed. Twenty-five per cent of the 
tumors were bilateral. The over-all mortality in the 
79 cases was 23.7 per cent (21 per cent of the patients 
with bilateral, and 23.2 per cent of those with uni- 
lateral tumors. 

The three-year survival rate has increased from 
66.7 per cent before 1930 to 79.5 per cent since 1930 
in unilateral cases, and to 78.5 per cent since 1930 in 














bilateral cases. It was discovered that 3 of 16 children 
belonging to 8 of the survivors have bilateral retino- 
blastoma. In comparison with the period preceding 
1930, the delay in treatment has been less, the tumors 
have been more differentiated, and involvement of 
the optic nerve has been less frequent. 

Regardless of the number of rosettes in the tumors, 
the lesion extended into the optic nerve just as fre- 
quently and to the same degree. Choroidal involve- 
ment and extrascleral extension were more frequent 
in tumors with few or none than in those with many 
rosettes. The prognosis is unfavorable if choroidal in- 
vasion is present. The longer the tumors are present 
before treatment, the more undifferentiated do they 
become. It appears that the few rosettes seen in tumors 
with fatal outcome are the result of a longer existence 
of the growths before enucleation rather than that 
the fatal outcome is due to primary undifferentiation. 

— Joshua Kuckerman, M.D. 


Some Ocular Manifestations of Prematurity. N. L. 
McNEtL, Brit. J. Ophth., 1956, 40: 24. 


THE AUTHOR presents a detailed account of 10 cases 
showing evidence of the retinopathy of prematurity 
(retrolental fibroplasia), accompanied by 3 illustra- 
tions of the fundus. Six other instances of ocular 
anomalies in infants with a birth weight of 4 to 6 
pounds are discussed. Myopia was noted in two-thirds 
of the total, and in half the children the condition 
was discovered before the age of 5. No child with a 
myopic family history was included in this series. 
‘Typical examples are presented. In all cases evincing 
nystagmus, an anatomic deformity of the fundus was 
observed. — james E. Lebensohn, M.D. 


EAR 


Transtympanic Mobilization of the Stapes for Im- 
paired Hearing Due to Otosclerosis; a Preliminary 
Report. C. M. Kos, Ann. Otol. Rhinol., 1955, 64: 995. 


THE AUTHOR discusses the development of stapedial 
surgery in the late nineteenth century and its re- 
vival following Lempert’s introduction, in 1946, of 
transtympanic tympanosympathectomy. Rosen used 
Lempert’s approach to the middle ear to estimate 
stapes mobility during fenestration operations and 
observed improvement in hearing when the stapes 
was inadvertently mobilized; these observations led 
to the consideration of this procedure as a method of 
treatment for otosclerosis. 

The author describes a modification of the Lempert 
technique, exposing only the lenticular process of the 
incus and the incudostapedial articulation by means 
of a small posterosuperior incision in the tympanic 
membrane or the skin of the external auditory 
meatus. The operation is carried out under local 
anesthesia and hearing may be tested during surgery. 
Postoperative bleeding is rare and if the crurae are 
fractured hearing usually deteriorates only to a small 
extent. Mobilization does not prejudice the chances 
of a successful fenestration at a later date. 

The author’s series of 65 cases indicates that the 
best immediate results occur in the cases with small 
air losses but in these cases there is a tendency for 
regression to occur. The distribution of successes and 
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failures is not clearly correlated with the initial hear- 
ing loss and selection criteria are difficult to formu- 
late. 

It is concluded that this operation is not a reason- 
able substitute in those cases in which fenestration can 
be expected to succeed, but it may be of value in early 
cases with moderate degrees of stapes fixation and in 
cases with raised bone conduction thresholds in 
which the fenestration operation cannot be consid- 
ered. — John R. Lindsay, M.D. 


NOSE AND SINUSES 


Observations on the Correction of Saddle-Nose De- 
formity. SAMUEL Fomon, Juttus W. BELL, ALFRED 
ScHATTNER, and A. GILBERT SiLveR. Ann. Otol. 
Rhinol., 1955, 64: 1109. 


A By-propuctT of the development of the fenestration 
operation has been improvement in the technique 
of middle ear surgery, but if these gains are to be put 
to good use in the surgery of the infected middle ear, 
the indications for operation must be clarified in 
cases in which disease has been modified by treat- 
ment with antibiotics. 

The majority of cases of deafness in children and 
young adults results from middle ear and mastoid in- 
fection and timely surgery is the most important 
factor in the true conservative treatment of these in- 
fections. Myringotomy should be carried out in the 
presence of serous otitis, and in instances in which an 
acute middle ear infection fails to improve within 24 
hours of the adequate use of antibiotics and chemo- 
therapy. 

Simple mastoidectomy is, to some extent, a neglect- 
ed operation, but there are cases demanding its use. 
The authors discuss these cases and include, among 
others, those in which postauricular tenderness, or 
hearing loss, vertigo, and sixth or seventh nerve 
paralyses develop late in the course of the disease. 

About 40 per cent of modified radical operations 
will later require conversion to complete radical oper- 
ations; but the modified operation is a valuable last 
attempt to preserve useful hearing, and is of the great- 
est use in the presence of cholesteatoma where the 
hearing is little impaired. Aural polypectomy may 
well establish adequate drainage and permit success- 
ful medical treatment when a chronic infection is con- 
fined to the mesotympanum and hypotympanum. 
The complete radical operation varies in its require- 
ments with the type and extent of the condition and 
should be adapted to suit the needs of the individual 
case. Always, the simple mastoid operation should be 
as complete as possible and the radical mastoidec- 
tomy as simple as possible. 


— John R. Lindsay, M.D. 


The Diagnosis and Present-Day Therapy of Carci- 
nomas of the Paranasal Sinuses (Zur ieguete und 
neuzeitlichen Therapie des Nasennebenhoehlenkarzi- 
noms). WALTER BECKER and JosEPH Matzker. Deut. 
med. Wschr., 1955, 80: 1905. 


THE NUMBER of malignant tumors of the paranasal 
sinuses has increased both absolutely and relatively. 
The authors also stated that almost all of their cases 
were cases of squamous cell carcinoma which probably 
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developed from metaplasia of the mucous membranes 
within the sinuses. Sarcomas were very rare. Pre- 
existing infections also seemed to play a role in the 
development of the malignant neoplasms. This idea 
was amplified by the anatomic location of the neo- 
plasm and infection. In about 90 per cent of the pa- 
tients, the origin of the neoplasm was found in the 
maxillary sinuses. Also, in about 90 per cent of the 
patients, the infection in the paranasal sinuses was in 
the nature of an acute or chronic maxillary sinusitis. 

The authors quoted Walther, who said that 25 per 
cent of the tumors metastasize to the regional lymph 
nodes; however, the tendency toward hematogenous 
metastasis is greater (35 per cent). Most often the lungs 
are involved. The cause is probably found in the inva- 
sion of the tumor into the more vascular structures of 
the nose (turbinates). They stressed an early diagnosis 
which can only be made with careful examination of 
the patient and by means of x-ray studies. 

In 1954, 17 patients were treated; in all of them the 
lesion had reached beyond the confines of the sinuses 
and, for this reason, they had a poor prognosis. Many 
of these lesions had been considered inoperable by 
other clinics. All of the patients were treated with sur- 
gery, irradiation, or both. In 6 patients the entire 
tumor was removed surgically; in 4 the intracavitary 
application of radioactive cobalt in the form of plastic 
beads was also employed with complete disappearance 
of the tumor. Seven patients died, two of general 
cachexia, one each of metastasis to the lung, invasion 
of the tumor into the brain, apoplexy, edema of the 
glottis, and aspiration pneumonia. The use of radio- 
active cobalt in plastic beads is stressed. 

—O. Erik Hallberg, M.D. 


PHARYNX 


Pharyngocervical Angiomatosis (Angiomatose pharyn- 
gocervicale). AuREL Rétut. Presse méd., 1955, 63: 1806. 


TuIs AUTHOR, writing from Budapest, Hungary, re- 
views the literature concerned with the proliferations 
of blood vessels, particularly their classification when 
occurring in the region of the head, into single, sharp- 
ly demarcated lesions (simple angiomas), single diffuse 
lesions (isolated angiomatosis or angiosis) such as the 
angiomatosis of the retina of Hippel, and the diffuse 
proliferations of multiple localizations (segmented, 
combined, or multiple angiomatoses) such as the 
syndrome of Hippel-Lindau; or the neural or neuro- 
oculocutaneous manifestations such as the syndrome 
of Sturge-Weber with encephalotrigeminal localiza- 
tions. This study also brings out the fact that these 
manifestations, differing in their localization and 
extension, are merely different aspects of a primary 
a of development of the blood vessels of the 
ead. 

Motivated by the fact that these conditions have 
not received attention in otorhinolaryngological writ- 
ings, the author feels justified in presenting 4 cases of 
pharyngocervical angiomatosis in which the diffuse 
angiomatous involvement of the pharynx and fauces 
was accompanied by more or less extensively developed 
ectasia of the blood vessels of the cervical region. 

All 4 of the patients were given practically the 
same treatment. One-half cubic centimeter of a 1 to 4 
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solution of ferrous chloride in water was injected into 
the bluish masses in the pharynx; the area injected 
immediately turned bright red, was swollen and sore 
for a day or two, then lost its swollen and edematous 
appearance and could hardly be distinguished from 
the normal faucial tissues. A few areas became necrotic 
and some tissue was lost, but the resulting ulcers healed 
rapidly and completely. Subsequently such areas as 
remained bluish in color were injected in the same 
manner. Later the abnormal tissues were removed by 
electrocautery, with practically no bleeding, and the 
denuded areas from this operation also healed benignly. 

The extensions in the neck could be demonstrated 
by congestive constriction and by means of angi- 
ography. 

None of these patients (some observed for periods 
of several years) has shown a recurrence of the con- 
dition. The same condition in the cephalic region, the 
author designates as “‘_pharyngocervical angiomatosis” 
and places it in the same category as the condition 
described in the head. He considers the anomaly as a 
dysplasia rather than as a neoplasm and attributes it 
to a disturbance of ontogenesis involving the blood 
vessels in the different segments. 

— John W. Brennan, M.D. 


NECK 


Surgery of the Nontoxic Forms of Goiter. Keitu 
PATERSON Brown. 7. R. Coll. Surgeons Edinburgh, 1955, 
1: 141. 


Non-toxic Fors of goiter present numerous clinical 
problems. The author has treated 574 patients with 
thyroid disease from 1949 to 1954. Of these, 556 were 
subjected to thyroidectomy. It is with the nodular 
goiter that this article is mainly concerned. 

The single thyroid nodule has been stressed by many 
authors. The author states that in his experience, 
single nodules are often present clinically but that 
more frequently than is believed, the nodules are 
multiple. The lesion was found to be bilateral in 23 
per cent of their patients. The impalpable nodules 
were found on the posteromedial surfaces of the gland. 
The author now treats the patient with single nodules 
by subtotal thyroidectomy. 

Secondary changes occur in nodular goiter. These 
may be of sudden onset, as in hemorrhage into the 
nodule. Rarely does this require urgent treatment. 
Slowly enlarging nodules are more likely to cause 
tracheal compression and displacement, hoarseness, 
and dysphagia. The esophagus also may be encroached 
upon. Hoarseness and dysphagia are suggestive of 
carcinoma. 

Nodular enlargement may proceed downward be- 
hind the sternum to form a retrosternal goiter. It is 
more often unilateral and lies in the anterior medi- 
astinum. The descent and enlargement is apt to be 
slow in development and many patients are unaware 
of it until relieved by operation. There were 27 in- 
stances of retrosternal goiter in this series of patients. 
Retrosternal goiter is an indication for operation. The 
mass can usually be removed through the cervical 
incision. 

The development of carcinoma in nodular goiter is 
not unusual. Thirty-eight patients in this series, or 
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12.7 per cent, had thyroid carcinoma. In 12 cases the 
diagnosis was not made before examination of the 
excised specimen. The clinical features of malignant 
goiter were not distinctive. A tentative diagnosis of 
malignancy of the thyroid was made in 13 other pa- 
tients, but the lesion was found, on removal, to be 
benign. Increase in size, voice changes, and true 
dysphagia were more frequent in these patients than 
in those with malignant lesions. 

There were 32 patients (5.5 per cent) with lymphad- 
enoid goiter in this group This figure is much higher 
than the reported incidence. The author was unable 
to explain the higher incidence. All of these patients 
were treated by thyroidectomy, except 4 who were 
subjected to radiotherapy. Postoperative myxedema 
is common in this disease. Riedel’s thyroiditis was 
encountered only once. 

The author believes that all nodular lesions in the 
younger age groups require thyroidectomy. Nodular 
goiters in the older age groups which are increasing 
in size, producing voice changes, or any other em- 
barrassment should be removed. 

— Donald C. Geist, M.D. 


The Treatment of Thyrotoxicosis with Thiouracil 
Compounds, A. JERvELL, G. Qvicstap, and O. 
Ytrenus. Acta. chir. scand., 1955, 110: 93. 


THE AUTHORS attempt to evaluate the results of treat- 
ment of thyrotoxicosis with thiouracil compounds, 
and to compare these results with those obtained in 
surgically treated patients under otherwise identical 
conditions. They discuss a series of 232 cases observed 
from January 1, 1947 to June 30, 1954. Of these, 41 


patients underwent primary surgery (21 had secon- 
dary operation), while 153 were successfully treated 
with thiouracil compounds. 

The two groups of patients showed no significant 
differences with regard to sex distribution (approxi- 
mately 90 per cent were women) or age incidence 
(approximately 80 per cent were between the ages of 
20 and 59 years). Exophthalmos was not present in 50 
to 60 per cent of both groups, although severe 
exophthalmos was somewhat more common among 
those treated medically. Auricular fibrillation or flut- 
ter occurred with the same frequency (approximately 
20 per cent) in both groups. The same applies to car- 
diac insufficiency (approximately 20 per cent), car- 
diac enlargement (approximately 15 per cent), and 
changes in the electrocardiogram (approximately 12 
per cent). The basal metabolic rate showed similar 
values in both groups, with 40 to 45 per cent of the 
cases having readings above plus 60 per cent. Of the 
cases treated by surgery, 26 per cent were classified as 
mild, 68 per cent as moderate, and 6 per cent as severe. 
The corresponding figures for the thiouracil-treated 
cases were 18, 76 and 6 per cent, respectively. The 
distribution according to thyroid enlargement, on the 
other hand, showed considerable variation. Of the 
patients undergoing primary surgery, more than 50 
per cent had marked thyroid enlargement as against 
merely 3 per cent of those treated with thiouracil 
compounds. 

In all instances medical treatment was started with 
methyl thiouracil. The initial dosage was 0.20 of a 
gram three times daily with subsequent reduction ac- 


cording to the degree of clinical improvement. In 
cases in which the drug was found to produce un- 
toward reactions, it was replaced with propylthiour- 
acil in doses of 0.10 of a gram three times daily. 
Other antithyroid drugs were not uscd. After dis- 
charge from the hospital, the patients were seen at 
regular intervals in the Out-patient Department, 
initially every second to fourth week, later at intervals 
of 2 to 4 months. Efforts were made to maintain suffi- 
cient clinical effect and to prevent the development of 
hypothyroid symptoms. The dosage level had always 
to be reduced after some time of treatment. The main- 
tenance dose of methylthiouracil after 6 months of 
treatment was usually 0.10 of a gram one to seven 
times a week, and that of propylthiouracil corres- 
pondingly lower. In practically all instances the pa- 
tient was able to resume his work after discharge from 
the hospital. Treatment with thiouracil compounds 
was carried out in a total of 174 patients. In 21 cases 
the treatment was abandoned for various reasons and 
secondary surgery was performed. Of the remaining 
153 patients, 78 had no recurrence after discontin- 
uance of the drug, while 75 are still being treated. In 
the 78 cases mentioned, the majority of patients were 
treated for 1 to 3 years, only 7 being treated less than 
a year, and 10 for more than 3 years; the maximum 
was 6 years. 

In order to elucidate the question of surgery versus 
medical treatment for thyrotoxicosis, several factors 
were taken into consideration. First, it must be re- 
membered that surgery as well as medical treatment is 
mainly symptomatic, except in certain cases of thyro- 
toxic adenoma. Apart from these rare exceptions, the 
primary cause of thyrotoxicosis is not to be found in 
the thyroid itself. Consequently, any treatment aim- 
ing to reduce the thyroid activity, whether surgical or 
medical, is actually symptomatic, and it is indeed 
astonishing that satisfactory results are usually ob- 
tained. Secondly, it seems that thyrotoxicosis has a 
tendency to spontaneous remission. Medical treat- 
ment may thus only serve to alleviate symptoms until 
spontaneous cure finally occurs. Thirdly, the point is 
not one of competition between the two methods of 
treatment. In the authors’ opinion both methods have 
their justification, and the problem is therefore pri- 
marily related to the establishment of proper indica- 
tions for each of them. 

The indications for surgery are generally well de- 
fined. The most important indications were marked 
thyroid enlargement with mechanical obstruction or 
for cosmetic reasons. Twenty-six patients were oper- 
ated on for these reasons alone. Many had a nodular 
goiter with secondary thyrotoxicosis. Of the 7 patients 
undergoing secondary surgery because of severe thy- 
roid enlargement, 5 should have been operated on 
primarily as marked thyroid enlargement was actual- 
ly present at the onset of treatment. It was the authors’ 
experience that large goiters in particular have a ten- 
dency to increase markedly in size under treatment 
with thiouracil compounds. Severe thyroid enlarge- 
ment is, therefore, generally an indication for surgery, 
even in the absence of pressure symptoms. Nodular 
goiter with secondary thyrotoxicosis was found in 
most instances to respond poorly to medical treatment 
and accordingly, should be treated by surgery as the 
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method of choice. Suspected cancer of the thyroid is 
an absolute indication for surgery. In the present 
series, cancer was suspected twice but excluded by the 
operative findings. 

The third indication for surgery was thyrotoxic 
adenoma. In this type of thyrotoxicosis the primary 
cause of the disease is confined to the gland. The 
existence of such toxic adenomas has been demon- 
strated by radioactive iodine tracers. The diagnosis, 
however, is difficult, especially if iodine tracers are not 
available. Toxic adenoma is actually the most justifi- 
able indication for surgery, as this will remove the 
cause of the disease. Moreover, the operation is far 
more simple than a subtotal thyroidectomy. Toxic re- 
actions accompanying the administration of thiour- 
acil compounds are also an important indication for 
thyroid surgery. Treatment with thiouracil com- 
pounds requires careful observation and frequent 
check-up. If this is impracticable, surgical treatment 
is preferred, and should be advised. Finally, the 
authors believe that surgical treatment is indicated in 
cases of relapse following a prolonged course of thiour- 
acil. They advise operation in the case of relapse after 
a second or third course of treatment. 

There were no absolute indications for medical 
treatment. Advanced age does not necessarily contra- 
indicate operation; however, in patients over 75 years 
of age, and in a poor state of health, medical treat- 
ment seems generally preferable unless there are abso- 
lute indications for surgery. Recurrence following 
primary surgery warrants a trial course of thiouracil 
as reoperation in such cases involves considerable risk 
of operative complications such as tetany and paraly- 
sis of recurrent laryngeal nerves. Medical treatment 
should also be given a trial in cases of slight thyrotoxi- 
cosis provided there is no severe thyroid enlargement 
or other special indications for surgery. In the authors’ 
series there were 32 such cases with mild symptoms. 
Of these, 28 patients responded satisfactorily while 4 
underwent subsequent operation because of increas- 
ing thyroid swelling. Severe thyrotoxic symptoms do 
not contraindicate medical treatment. Three patients 
with thyroid crises were successfully treated with 
thiouracil. 

Apart from the 41 cases presenting definite indica- 
tions for primary surgery, and those 53 cases consid- 
ered especially suitable for medical treatment, there 
were 138 cases presenting no definite indications with 
regard to the choice of treatment. In some of these 
cases, however, there were present complicating fac- 
tors which might have influenced the choice of treat- 
ment. These consisted of concurrent thyrotoxicosis 
with familial hypercholesterolemia with xanthomato- 
sis; and angina pectoris (Muller’s Disease) was seen in 
two instances. One patient had concurrent myas- 
thenia gravis and operation under such circumstances 
would involve considerable risk. In 4 patients, preg- 
nancy was considered an indication for surgery, as 
possible damage to the fetus from the administration 
of antithyroid drugs cannot be definitely excluded. 
Cases of malignant exophthalmos were rare and the 
authors mentioned the fact that subtotal thyroidec- 
tomy as well as thiouracil treatment may give rise to 
an exacerbation of the ocular syndrome. Neither 
method, therefore, is suitable. Treatment with radio- 
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active iodine has been recommended as a safer proce- 
dure, but the authors had had no personal experience 
with this. 

The authors discuss the complications noted in pa- 
tients treated by each method. Of the surgically 
treated patients, the commonest complications were 
tetany and paralysis of the recurrent laryngeal nerves. 
These occurred in 2.3 and 7.1 per cent, respectively. 
Hypothyroidism occurred in 9 cases, or 5.3 percent of 
the surgically treated patients, and persistent thyro- 
toxicosis or relapse occurred in 8 cases, or 4.7 per cent. 
In 158 cases (92.4 per cent) satisfactory results were 
obtained following surgery. There was no mortality. 

Certain complications were noted in patients treat- 
ed with thiouracil compounds. Four patients died 
while under observation although these deaths were 
not ascribable to antithyroid therapy. The common- 
est complications in patients treated with thiouracil 
compounds were fever (in 32 cases), malaise, head- 
ache, vomiting, arthralgia (in 19), and skin eruptions 
(in 5). Leucopenia was observed in 12 cases, agranu- 
locytosis in 4, and thrombopenia and prolonged coag- 
ulation time in 1 case. In 36 patients, the complications 
from thiouracil treatment developed within 2 weeks 
of treatment and only 5 instances of toxicity were ob- 
served after 4 weeks. The authors considered the risks 
involved in antithyroid therapy with thiouracil and 
iodine compound as minimal and undoubtedly less 
than the risks involved in surgical treatment. They 
also point out that antithyroid therapy, if not com- 
plicated by toxicity, will always alleviate symptoms 
and the patient will feel as healthy and capable of 
work as he was prior to his illness. 

In certain instances medical therapy must be 
abandoned and secondary surgery performed. This 
was necessary in 21 of the total of 174 patients having 
thiouracil treatment and in the 17 having iodine treat- 
ment, which represented 11 per cent of the total 
series. Thus, the incidence of recurrence following 
medical treatment was more than twice as great as 
that following surgery. With continued observation, a 
larger incidence of recurrence might be expected in 
patients treated medically than in patients treated by 
surgery. The greatest disadvantage of medical treat- 
ment is that it must be continued over long periods; 
on the other hand, usually a shorter period of hospital 
care is necessary. Despite the need for prolonged su- 
pervision, the simplicity of treatment and its low cost 
are worth taking into consideration. The patient 
should, however, attend for regular check-up exami- 
nations at intervals of 1 to 4 months. 

The authors conclude that medical treatment 
should be given a trial in all cases not presenting spe- 
cial indications for surgery. They also point out that 
neither medical treatment nor surgery appears to be 
the ideal method of treatment at the present time. 

—Donald M. Clough, M.D. 


Radioiodine Treatment of Toxic Goiter. Lars-GuNNAR 
Larsson. Acta. chir. scand., 1955, 110: 125. 


THE AUTHOR discusses the treatment of toxic goiter 
with radioiodine, and evaluates 370 cases of hyper- 
thyroidism in patients treated at Radiumhemmet dur- 
ing the years from 1951 to 1953. Of these cases, 361 
were available for observation for periods of from 1 
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year to 4 years after treatment. The advantages and 
disadvantages of the treatment are given. 

Treatment with radioiodine has assumed increasing 
importance since 1941 when this method was first used 
in the treatment of hyperthyroidism by Hertz and 
Roberts. As some hypothetical dangers inherent in 
radioiodine treatment (carcinogenesis, genetic dis- 
turbances) cannot be ignored, most clinics prefer to 
use the method only in selected cases. Even with this 
restrictive use there are a considerable number of pa- 
tients for whom radioiodine is the best alternative, and 
a small group for whom it is the only possible method. 
The ideal radioiodine treatment implies a subtotal 
destruction of the thyroid tissue sufficient for perma- 
nent remission without causing permanent hypothy- 
roidism. Several factors determine the effect of a single 
radioiodine treatment. 

1. The average irradiation dose in the thyroid, i.e., 
the irradiation dose that would be obtained if the 
isotope taken up by the thyroid were evenly distrib- 
uted in the gland. This average dose is dependent 
upon the administered amount of radioiodine, the 
weight of the gland, and the uptake and disappear- 
ance rate of the isotope in the thyroid. The average 
dose can be very approximately preselected from the 
data obtained by a preceding tracer test with I-131 
and the clinical estimation of the thyroid size. 

2. The distribution of the irradiation dose. The 
isotope is always more or less irregularly distributed, 
and because of the short range of the beta particles, 
the thyroid cells receive different doses of irradiation. 
The distribution of the isotope is much less homog- 
eneous in nodular than in diffuse goiters; this factor 
is of practical importance for the treatment. In the 
presence of toxic nodular goiters, higher doses can be 
given without risk of permanent hypothyroidism. 

3. Biologic variations. The radiosensitivity of the 
thyroid cells varies greatly in different cases; other 
biologic factors inherent in the disease itself also prob- 
ably play an important part in the result. The 370 
cases of hyperthyroidism reported by the author were 
mainly those of patients with some special indication 
for radioiodine treatment (older patients, recurrent 
hyperthyroidism, poor response to preoperative treat- 
ment, complicating diseases, small goiters, etc.). One- 
third of the patients were over 60 years of age; only 
43 patients were under 40 years, and only 5 were 
under 30 years. Patients with small or normal thyroid 
volumes were usually given 2 to 5 millicuries of I-131; 
those with slightly enlarged glands (30 to 50 g.), 
about 5 to 7 millicuries; with moderately enlarged 
glands (50 to 100 g.), 7 to 10 millicuries; and with 
large diffuse goiters (more than 100 g.), 10 to 20 
millicuries. For the treatment of toxic nodular goiters, 
the initial doses of 7 to 25 millicuries were usually 
given, depending upon the size. Retreatment was 
given after about 2 months if the patient was still 
hyperthyroid and had a pathologically high uptake of 
I-131 in the thyroid after a new tracer dose. Treat- 
ment was continued in this way until permanent re- 
mission was obtained. The average number of treat- 
ments required in this series was 1.72. One hundred 
and ninety patients received one treatment; 110 re- 
ceived two treatments; 40 received three treatments; 
and 21 received four treatments, or more. 


In this series there were 103 cases of primary diffuse 
toxic goiter, 85 cases of primary hyperthyroidism 
without demonstrable goiter, 87 cases of recurrent 
hyperthyroidism after subtotal thyroidectomy for 
diffuse toxic goiter, and 86 cases of toxic nodular 
goiter. 

The results of the treatment showed remission 1 
year after the start of treatment in 90 per cent of the 
patients; after 18 months in 97 per cent; and after 2 
years in 99 per cent. Of the 103 patients with primary 
diffuse goiters, 8 became hypothyroid, 85 became 
euthyroid, 2 could not be evaluated, 5 remained 
thyrotoxic, and 3 died of complicating diseases during 
the observation period. In the group of 85 patients 
with primary hyperthyroidism, 16 became hypothy- 
roid, 51 were euthyroid, and 2 were still thyrotoxic. 
Among 87 patients with recurrent diffuse goiters, 20 
became hypothyroid, 61 became euthyroid, and 3 re- 
mained thyrotoxic. Among 86 patients with nodular 
goiters, 4 became hypothyroid, 54 were euthyroid, 
and 4 were still thyrotoxic. 

The author lists three advantages: (1) the method 
is highly effective; even if some patients require mul- 
tiple treatments there are probably very few cases in 
which radioiodine treatment, once started, cannot 
bring about remission; (2) the method is simple and 
convenient and most patients can be treated while 
ambulatory; (3) the method can be used also for pa- 
tients in a very poor general condition or with severe 
complicating diseases. 

Three disadvantages are listed as follows: 

1. The improvement after treatment with radio- 
iodine is usually rather slow and gradual. During the 
first few weeks of treatment exacerbations of the hyper- 
thyroidism may occur. This slow response and the oc- 
currence of exacerbations may involve definite risks 
in patients with severe hyperthyroidism or severe com- 
plicating diseases, especially cardiac complications. 
The author recommends that treatment in such cases 
should not be ambulatory, and, where the risks seem 
unusually great, it is probably preferable to give pre- 
treatment with thiouracil and delay the radioiodine 
treatment until the patient is in a relatively balanced 
condition. 

2. In a small proportion of the cases several treat- 
ments are required before definite remission is ob- 
tained. This delayed response may be due to a low 
average irradiation dose or to some biologic variation 
as regards the response to the irradiation treatment. 

3. In this series, permanent hypothyroidism requir- 
ing substitution therapy developed in 48 patients (14 
per cent). The frequency of hypothyroidism was 
highest in the groups with recurrent hyperthyroidism 
after operation and with primary hyperthyroidism 
without palpable goiters (23 and 19 per cent, respec- 
tively). It may have been that these groups of patients 
received too high amounts of I-131 in relation to the 
volume of thyroid disease. The author has corrected 
this complication, and in his series of cases for the 
past year the incidence of hypothyroidism was con- 
siderably reduced. 

The patients were followed up with tracer tests 
repeated at intervals of some months during the first 
2 years after the treatment. From these tracer tests 
the following information was gained: in most cases 
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with permanent remissions the uptake of I-131 after 
2 months’ treatment was depressed to a normal or 
subnormal level. If the uptake of I-131 in the thyroid 
was still pathologically increased after about 2 months, 
there was relatively little chance of definite remission 
without further treatment. Some patients with a very 
low thyroid uptake after 2 months, later showed pro- 
gressive clinical signs of hypothyroidism. In most of 
the cases with a subnormal uptake at that time, the 
thyroid function recovered during the following 
months with increasing uptake and without the de- 
velopment of clinical hypothyroidism. Most of these 
patients obtained permanent remission, but in some 
cases hyperthyroidism recurred after transient im- 
provement and furthur treatment was necessary 
later. —Donald M. Clough, M.D. 


The So-Called Branchiogenic Cysts and Fistulas 
(Beitrag zur Kenntnis sog, branchiogener Cysten und 
Fisteln), GUNTHER Scumipt and Hans SPANGLER. 
Langenbecks Arch. u. Deut. <schr. Chir., 1955, 280; 609. 


THIRTY PATIENTS with branchiogenic cysts or fistulas 
were operated upon at the First Surgical University 
Clinic in Vienna, Austria, in the period from 1941 to 
1951. There were 4 median cervical cysts, 12 median 
cervical fistulas, 11 lateral cervical cysts, and 3 lateral 
cervical fistulas. ; 

The 4 patients with median cervical cyst were sub- 
jected to excision of the cyst; 3 could'afterward be 
reached and all 3 were found to be completely healed. 

Of the 12 patients with median cervical fistulas 4 
were subjected to partial resection of the hyoid bone 
and 8 were not. Three recurrences developed in the lat- 
ter group; 2 of the 3 patients with recurrences were 
subsequently reoperated upon by partial resection of 
the hyoid bone with cure; the third patient was elec- 
trocoagulated in another hospital and still has a very 
small fistula. Three other patients came to the authors’ 
service with recurrent fistulas after operation at other 
hospitals without hyoid resection. These patients were 
also reoperated upon with resection of the hyoid bone 
and were healed. 

The results from radical operation of the lateral cer- 
vical cysts and fistulas were even better. Of the 11 pa- 
tients with cysts, all were operated upon and the 9 who 
could be found for follow-up examination were 
found to be completely healed. In 3 of these 9 the 
pedicle of the cyst was followed to the wall of the 
pharynx and completely extirpated; in 8 the pedicle 
was ligated more or less adjacent to the cyst itself. Of 
the 3 patients with lateral cervical fistulas (1 of whom 
had been operated elsewhere) all were subjected to 
radical operations; 2 returned for re-examination and 
were found to be completely healed and the third 
could not be located. 

In the authors’ material they found evidence that 
these lateral cervical cysts and fistulas arise from the 
branchial structures and that the thymus anlage has 
nothing to do with their etiology or pathogenesis. This 
conclusion was based on the fact that these conditions 
were located typically in the area of the second 
branchial cleft and arch (the authors do not contend 
that the third and fourth branchial complexes are not 
also involved) and there were no Hassall’s corpuscles or 
other evidence of participation of the thymic tissues. 
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The authors do not wish to place too much dependence 
on the character of the lining epithelium of these 
structures, particularly in the cases of fistula in which 
the lining epithelium has been exposed to chronic in- 
flammatory changes for a long time; they do, however, 
place emphasis on the areas of lymphoreticular tissue 
which appeared in patches surrounding the fistulous 
tract. 

Finally, the authors think that it would be simpler to 
consider these lateral cervical cysts and fistulas as re- 
sulting from the persistence of the embryonic sinus, or 
ductus cervicalis, than to construct a laborious theory 
with reference to a persistence of thymus tissue with 
secondary transformation and break-through to the 
surface of the throat. 

In the final paragraphs the matter of malignant de- 
generation (branchiogenic carcinoma) in relation to 
these structures is considered. The authors tend to ac- 
cept the opinions of Crile, Martin, et al., that such 
degeneration is, as a fact, extremely rare, and that the 
diagnosis is too frequently made in cases of cervical 
metastases of tumors of the mouth and nasopharynx. 
Nevertheless, in their material the authors diagnosed 
branchiogenic carcinoma in 2 patients on the basis of 
their fulfilling the postulations of Martin, H. et al., and 
since they did not find evidence of the presence of a 
primary neoplasm. The one case seen at autopsy 
proved to be a flat-celled carcinoma in the region of 
the left lobe of the thyroid gland with penetration into 
the internal jugular vein and metastases in the lungs, 
liver, spleen, and mediastinum. The other instance 
proved histologically, by examination of the removed 
specimen, to be keratogenic pavement-celled car- 
cinoma. In the latter case the patient died the same 
year; however, autopsy could not be carried out. In 
this instance a primary tumor (Martin’s third postu- 
late) could not be located. In a third patient a bran- 
chiogenic carcinoma was suspected, but later a 
primary neoplasm was uncovered in the epipharynx. 
This last instance, in the authors’ opinion, illustrates 
the significance of Martin’s third postulate, a primary 
tumor. — John W. Brennan, M.D. 


Inhibited Separation of the Larynx and the Upper 
Part of the Trachea from the Esophagus in a New- 
born; Report of a Case Successfully Operated 
Upon. G. Pettersson. Acta chir. scand., 1955, 110: 250. 


THE LARYNX, TRACHEA, AND LUNGS develop embryo- 
nally from the ventral foregut and its surrounding 
mesenchyma. The mesodermal lung anlage is first 
observed on the foregut. Caudally and dorsally to this 
lung anlage, a shallow groove appears on either side 
which gradually is extended upwards. On the inner 
wall of the foregut this longitudinal groove is seen as 
a correspondent longitudinal ridge. These ridges grad- 
ually protrude until they finally meet and fuse, thus 
giving rise to two lumens; the ventral lumen ends 
blindly caudalward, forming the trachea-lung anlage, 
while the dorsal lumen continues into the caudal 
foregut area, forming the esophagus anlage. 

Toward the end of the third embryonal week, the 
wall defining the ventral from the dorsal lumen begins 
to separate these from each other so that they com- 
municate only furthest cranially, i.e., at the site of 
the future larynx. If this separation of the two lumens 
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Fic. 1 (G. Pettersson). Extent of malformation. Ab- 
normal communication between larynx-trachea and 
esophagus extends from upper margin of larynx down to 
level of lower margin of thyroid gland. 


is not quite completed cranially, a malformation of 
the type described in the present article ensues. 

With the exception of esophagotracheal fistulas in 
the region of the bifurcation which are, in fact, merely 
variants of the common esophageal atresia, failure of 
the esophagotracheal separation is very rare. 

The present case was one in which the embryonal 
separation of the trachea from the esophagus was 
incomplete; the nonseparated segment thus repre- 
sented a persistent foregut (Fig. 1). The malformation 
was unquestionably due to a very early embryonal 
disturbance. This is, so far as he has been able to 
ascertain, the first case in which surgical treatment 
has been successful. 

The patient was a full term male child, born Sep- 
tember 9, 1953. He was cyanotic immediately after 
birth, but soon improved. His cry was strangely tone- 
less. During the first few days of life the infant had 
repeated and severe attacks of cyanosis, at times un- 
associated with feedings. He also had an abnormally 
pronounced mucus secretion. Bowel passage was nor- 
mal. On the fourth day of life laryngoscopic examina- 
tion disclosed that the normal septum between the 
larynx and upper esophagus was lacking. The full 
extent of the dehiscence could not be ascertained by 
the laryngoscopic examination and, conceivably, the 
defect may have extended all the way down to the 
bifurcation. However, with consideration of the severe 
attacks of cyanosis, immediate operation was decided 
upon. 

i ether anesthesia was used and a catheter was 
immediately threaded through the nose and passed 
down the posterior wall of the common chamber and 
into the stomach. Then a No. 1 tracheal tube was 





Fic. 2 (G. Pettersson). Schematic drawing of operation 
performed. a, Malformation seen from the left. b, Com- 
munication between respiratory canal and esophagus di- 
vided so that both are opened wide. c, Larynx-trachea 
and esophagus closed individually, and normal anatomi- 
cal conditions produced. 


introduced orally and passed down a bit below the 
rima glottidis, until it gave satisfactory respiratory 
sounds. The incision was anterior to the left sterno- 
mastoid muscle. The inferior thyroid artery was li- 
gated, the thyroid gland retracted, and the upper 
part of the trachea was exposed below the thyroid 
gland. The communication was then laid wide open 
as shown in Fig. 2. The esophagus and trachea were 
then individually sewn around the previously intro- 
duced tubes with isolated silk sutures, particular 
attention being taken to approximate the correspond- 
ing segments of the larynx. The tube in the esophagus 
was left, but the tracheal tube was removed and a 
tracheotomy performed instead. 

On the fifteenth postoperative day the tracheal 
cannula was removed and a smaller tube for feeding 
was placed through the esophagus into the stomach. 
A few hours later the infant developed a severe amount 
of respiratory difficulty and a repeated tracheotomy 
was performed. The pleura was injured during this 
operation with consequent total collapse of the left 
lung. Catheter drainage of the left pleural cavity was 
instituted and the upper trachea was cannulated from 
above through the nose, after which the color and 
respiration became normal. 

Six days later the tracheal tube was removed and 
tracheotomy again was performed. Respiratory trouble 
started again that afternoon and it was thought that 
serious tracheal compression at the thoracic inlet 
existed. The child became moribund. but with sup- 
portive measures gradually improved by the next day. 

Eventually the child improved, although he was 
bothered occasionally with respiratory difficulties of 
the asthmatic type. His voice was entirely normal and 
both cords were found to move satisfactorily after a 
temporary lag on the left side. There was no particular 
difficulty with swallowing and the infant developed 
quite normally after the final operation which was 
necessary to correct a cicatricial disorder of the 
anterior trachea and skin of the neck. 

— Matthew H. Evoy, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Extradural Hemorrhage; Factors Responsible for the 
High Mortality Rate. Ricuarp C, ScHNEIDER and 
Joun S. Tytus. Ann. Surg., 1955, 142: 938. 


In THIS SOCIETY, where 35,000 persons are killed an- 
nually by traffic accidents alone, the incidence of ex- 
tradural hemorrhage in the victims is very high, a 
fact which can be attested to by the statistics of any 
emergency operating room, and particularly by the 
very final results of autopsy. It has been estimated 
that the mortality from this particular lesion varies 
from 30 to 50 per cent in the various centers of the 
country. The authors believe that the lesion is so 
often fatal because the signs of it are not commonly 
recognized by the family physician, or by the admit- 
ting interne in the emergency room of the hospital. 

Severa! factors are responsible for the failure to 
render life-saving help before the advent of sudden, 
unexpected death: 

1. All physicians are not sufficiently alerted to the 
possibilities, signs, and symptoms of extradural hemor- 
rhage after accident, since information on the subject 
is limited largely to literature found only in journals 
dealing with neurosurgical subjects. 

2. Failure to suspect extradural hemorrhage after 
an apparently minor injury may lead to inadequate 
hourly inspection of the patient for signs which may 
suddenly appear and rapidly develop once the clot 
begins to take on near-fatal proportions. By no means 
must the patient necessarily have had a severe head 
injury, or even a fracture of the skull. 

3. Very often there is a failure on the part of the 
doctor to understand the significance of the signs of 
temporal lobe compression and the formation of a 
tentorial pressure cone, since ordinarily only the 
changes in vital signs and the state of consciousness 
are looked for. Anisocoria and bilateral extensor plan- 
tar reflexes may be the main evidence of the lesion, 
due to brain stem compression, though these signs 
could be due to direct brain stem damage. 

4. Decerebrate rigidity may be a prominent part of 
the symptom complex. If it appears immediately, it is 
most likely due to primary midbrain injury, but if it 
occurs some hours after injury a supratentorial lesion 
should be suspected. 

5. Ifan otorrhea or rhinorrhea result from an injury, 
with resultant decompression of the intracranial cav- 
ity while the clot is forming, a search for diagnostic 
signs must be all the more cautious, since vital signs 
may not change significantly or rapidly under such 
conditions. 

6. All too often extradural hemorrhage of the pos- 
terior fossa is not even thought of. Any sign of occipital 
trauma to the scalp, or a fracture line crossing the 
lambdoidal suture and traversing the sinus into the 
suboccipital area, must be looked upon as possible 
evidence of a clot in the posterior fossa. 

7. A supratentorial clot, particularly if it lies some- 
what posteriorly, may extend subtentorially into the 
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posterior fossa, and unless multiple trephine openings 
are made, including over the suboccipital arc, such 
extension will be overlooked. 

8. Mistakes may be made in the operative proce- 
dure. The duress under which some operations are 
necessarily done may lead to poor exposure through 
too few trephine openings, too inadequate removal of 
the clot, too inadequate transfusion measures, and 
too incomplete hemostasis with continued bleeding 
after closure. 

9. It is a mistake to overlook the possibility of intra- 
cerebral clot formation and subdural hematoma, to- 
gether or alone, with the extradural hematoma. There- 
fore the dura should be opened and inspected and 
any surface clot removed. If the brain appears tight 
and bulging, subcortical bleeding must be ruled out 
by arteriography or ventriculography. 

10. Though rare, the erosion of a meningeal vessel, 
with clot formation of dramatic speed, is possible as a 
complication of (usually charenic} ecsbeeha or rhino- 


logic infections. — John Martin, M.D. 


SPINAL CORD AND ITS COVERINGS 


Involvement of the Spinal Cord by Intervertebral 
Disc Protrusions. JoHN E. A. CrCumanta. Brit. J. 
Surg., 1955, 43: 225. 


AmoncG 950 sURGICALLY TREATED intervertebral disc 
protrusions, 20 were median protrusions and 14 in- 
volved the spinal cord. The 14 cases of spinal cord 
compression, representing approximately 10 per cent 
of all cases of spinal cord compression treated sur- 
gically during the period studied, are analyzed. 

Intervertebral disc protrusions occurring in rela- 
tionship with the spinal cord may cause a neurologic 
disturbance in two distinct ways. In the first place the 
cord may be concussed, contused, or lacerated by an 
acutely developing protrusion. Secondly, a more grad- 
ually developing protrusion may give rise to the 
picture of increasing cord compression. In certain 
cases the traumatic and compressive mechanisms may 
combine to produce the clinical picture. Examples of 
both types are presented. 

In this series of cord compressions by intervertebral 
disc protrusions, 8 were classified as cervical, 4 as 
thoracic, and 2 as lumbar. The protrusions occurred 
in patients between the ages of 22 and 53, the average 
age being 40 years. There was a preponderance of 
males, and, although several of the male patients 
were engaged in occupations involving physical stress, 
injury appeared to be of etiologic significance in only 
2 patients, both with cervical lesions. Both of the pa- 
tients who developed protrusion at the level of the 
conus medullaris were acromegalics. The history of 
spinal and root pain recurring for years before the 
onset of cord symptoms is highly suggestive of an 
intervertebral disc protrusion. However, spinal pain 
occurred in only one of the 4 patients with dorsal 
protrusions. Motor disturbance was complained of by 
all patients, while subjective sensory disturbance other 
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than pain appeared in all patients except one. Dis- 
turbance of sphincter control occurred in 11 of 14 
cases. The results of accessory methods of investigation, 
including radiography, cerebrospinal fluid dynamics 
and protein, and myelography were variable and are 
tabulated. Also tabulated are the analyses of operative 
findings and the results of operation. 

The distinction between cases of cord compression 
by intervertebral disc protrusion and cord involvement 
in spondylosis is stressed from the pathological, clini- 
cal, and therapeutic aspects. 

—John L. Lindquist, M.D. 


Differential Section of the Spinothalamic Tract to Re- 
lieve Pain from Carcinoma of the Breast. LyLe A. 
FrEeNcH, GERALD L. Harngs, and Wiiuiam S. OGLE. 
Surgery, 1956, 39: 107. 


THE ORDINARY CORDOTOMY incision at the Th. 2 level 
of the spinal cord results in analgesia at no higher than 
the Th. 5 dermatome; made at the C.2 level, it may 
result in analgesia as high as C. 4, but with the dis- 
advantage that the entire contralateral side of the 
body below C. 4 is therefore analgesic. The authors 
have been particularly interested in some means of 
selective sectioning of the cord in order to produce a 
fairly specific level of analgesia in the dermatomes 
usually involved in pain resulting from carcinoma of 
the breast, i.e., C. 4 through Th. 8. Their prelim- 
inary work on 6 monkeys, 27 patients operated upon 
under local anesthesia, and 4 patients operated upon 
under general anesthesia would indicate that the 
anatomic principles upon which their argument is 
based are sound and reliable for such surgery. 

Other investigators have shown that by no means 
does the anterior root mark the anteromedial limits 
of the spinothalamic tract, but that, rather, it extends 
medialwards in the anterior portion of the cord a 
good 2 to 3 millimeters from the emergence of the 
roots. For that reason an incision extending only 
dorsally at the dentate ligament ventralward to the 
emergence of the anterior roots would not section the 
entire tract. In particular would it not interrupt the 
fibers concerned in the sensory supply of the upper 
portion of the body, since, as the fibers enter the cord 
from below upwards, those representing the lower 
segments of the body are displaced in regular fashion 
posterolateralwards in the spinothalamic tract, and 
fibers representing successive segments upward on the 
body are placed more anteriorward. 

So far as could be determined in the monkeys, and 
with positive good delimitation in human subjects, 
the authors were able to obtain selective dermatome 
loss in the desired lower cervical-upper thoracic seg- 
ments by selective anterior section of the cord at the 
C.2 level. The knife enters the cord at a point 2 
millimeters lateral to the anterior root, is carried 
medially a distance of 6 millimeters, and then an- 
teriorly to the pia mater. In order to preserve the 
integrity of the anterior spinal artery, the most medial 
portion of the incision is accomplished by crushing 
with a finely pointed forceps. 

— John Martin, M.D. 


SYMPATHETIC NERVES 


Sympathectomy and Its Indication in the Treatment 
of the Cerebral Arteriosclerotic Vascular Diseases, 
Jiro Murakami and Erxicut Anpo. Arch. jap. Chir., 
1955, 24: 125, 


THESE AUTHORS, working at the Murakami Hospital, 
Gifu City, Japan, present the results obtained from 
superior cervical sympathectomy in the treatment of 
patients with hemiplegia presumably caused by cere- 
bral arterial disease. ‘This analysis is a clinical assess- 
ment only of patients who suffered the onset of hemi- 
plegias on the basis of either hemorrhage or thrombo- 
sis secondary to cerebral arterial disease without 
angiographic or autopsy confirmation of the type of 
lesion. 

Superior cervical sympathectomy on the side of 
suspected arterial disease was carried out in 61 un- 
selected patients suffering hemiplegia (on the above 
stated basis) of less than 4 months and of greater than 
3 weeks’ duration following onset. An additional 39 
patients were operated upon whose age of lesion was 
in excess of 4 months. According to the authors, the 
expected spontaneous improvement in similar cases 
unoperated upon is about 50 per cent and the results 
did not indicate that the improvement noted in these 
patients operated upon was any greater than would 
normally be expected in the usual course of disease. 

The authors then carried out procaine block of the 
cervical sympathetic chain in 985 cases. The block 
was carried out on the side of suspected arterial dis- 
ease. No blocks were done in the face of fresh intra- 
cerebral bleeding. The cases were analyzed as to 
presumed etiology (thrombosis or hemorrhage) and 
as to length of symptoms (within one month or over 
one month after the onset of paralysis). The greatest 
degree of improvement was seen in those patients 
whose severity of symptoms was slight, but the per- 
centage of patients with improvement was less than 
the normal course of disease would produce. 

Patients were then selected for sympathectomy 
both on the basis of their favorable response to pro- 
caine block and because they had shown no tendency 
to spontaneous improvement in the course of several 
months after the onset of hemiplegia. Such patients 
operated upon had slight hemiplegia with or without 
an apoplectiform episode at the onset. The authors 
presumed these cases to be due to arteriosclerotic 
vasospasm or small foci of infarction, Improvement 
was realized in 22 of 31 such treated patients. In an 
additional 81 patients in whom procaine block had 
not been satisfactory, improvement was realized in 44. 

The complications of superior cervical sympathec- 
tomy included a Horner’s sign, clogging of the nostril, 
hoarseness, and shoulder pain, in that order. 

The authors have concluded that slight degrees of 
hemiparesis following cerebral vascular disease may 
be influenced beneficially by superior cervical sympa- 
thectomy if procaine block of the cervical sympathetic 
chain produces preliminary improvement. Good re- 
sults in such cases are reported in as high as 73 per 
cent of patients treated. —W. Eugene Stern, M.D. 
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SURGERY OF THE THORAX 


TRACHEA, LUNGS, AND PLEURA 


Anomalous Vascular Supply Associated with Con- 
genital Pulmonary Abnormality. N. Gopinatu, T. 
Tuomas, A. K. Guosn, and Reeve H. Betts. Ind. 7. 
Surg., 1955, 17: 356. 


Two ADDITIONAL cAsEs of congenital arterial anomalies 
associated with pulmonary abnormality have been pre- 
sented, bringing up to date about 100 cases that have 
been reported in the literature. Several theories as to 
the embryology of this dual anomaly are presented. 
Pryce, in 1946, advanced a theory of simple mechani- 
cal factors in development which correlates both intra- 
lobar and extralobar sequestration. The authors favor 
Pryce’s theory, which is a growth interference resulting 
in the persistence of vascular supply from one of the 
primitive dorsal aortas. This abnormally placed 
embryonic vessel may result in the amputation of one 
of the bulbous tips of the developing bronchial tree. 
The anomalies which form are divided into three types: 

Type 1. There is no distortion of the bronchi. ‘The 
end result is the presence of an anomalous artery to 
an otherwise normal lung. 

Type 2. There are varying degrees of congenital 
bronchial lesions associated with the arterial abnor- 
mality. The abnormal artery may also supply ad- 
jacent normal lung. 

Type 3. The anomalous vessel supplies only the 
congenital bronchial lesion. 

If the dislocated or sequestrated lung tissue remains 
within the lung, it is called intralobar sequestration. 
If the dislocation becomes complete, then extralobar 
sequestration or lower accessory lung may result. 

The anomalous vessel from the aorta carries oxy- 
genated blood and the lung supplied by this vessel is 
nonfunctional. These vessels usually are situated in 
the inferior part of the thorax close to the pulmonary 
ligament. Saline perfuses freely into the pulmonary 
vein from both pulmonary and anomalous arteries, 
so that there is an arterial venous shunt as blood flows 
through the anomalous artery past nonfunctioning 
lung into pulmonary veins. As a result there may be 
imposed cardiac strain. 

The most common location for a congenital seques- 
trated mass is in the posterior medial portion of a 
lower lobe, usually the left side. The sequestrated mass 
may be filled with mucoid material or may com- 
municate with a normal bronchial tree. Some cases 
have presented as a simple large cyst or an area of 
localized congenital bronchiectasis. 

Symptoms, due to infection, may occur at any age 
period; however, the most common age is in the first 
or second decades of life. The continued infection may 
be mistaken for other diseases, such as lung abscesses, 
empyema, or tuberculosis. In the absence of infection 
and symptoms, the lesion is usually found on a routine 
chest x-ray. 

X-ray of the chest usually shows a rounded density, 
cysts, or bronchiectatic areas in the region of the lower 
lobe. If bronchial communication is present, a fluid 
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Fic. 1 (Gopinath ¢é al.). An anomalous pulmonary 
artery from the aorta supplying an area of the lung which 
is sequestrated. 


level may be visible in the involved area and a broncho- 
gram may reveal filling of the mass or cysts. If a mass, 
not filled by opaque oil, with adjacent incompletely 
developed bronchial tree is seen, a tentative diagnosis 
of sequestrated mass can be made. As yet, no case has 
been reported in which the anomalous vessel from the 
aorta has been shown on angiocardiography. 

Treatment is by surgical excision. The anomalous 
vessel near the diaphragm must always be searched 
for. Severe hemorrhage can occur if the vessel is not 
secured. Three surgical deaths have been reported in 
the literature as a result of injury to these anomalous 
vessels. 

The cases of a 20 year old white female and a 13 
year old white male are presented. Both patients had 
received previous therapy for repeated bouts of pul- 
monary infection and had been diagnosed as having 
either empyema or lung abscess. The case of the 
female may represent an example of both intralobar 
and extralobar sequestration, present in the same lung, 
since there was abnormal venous drainage to an 
intercostal vein as well as abnormal arterial supply 
from the aorta. 

The diagnosis of sequestration should be borne in 
mind in all cases of cystic disease restricted to lower 
lobes. If sequestration is suspicioned, unnecessary 
operations for a mistaken diagnosis of lung abscess, 
etc, will not be performed. The pre-operative diag- 
nosis of sequestration will also alert the surgeon as to 
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the presence of possible anomalous vessels during 
surgery. —RHarold E. Kleinert, M.D. 


The Surgical Problems in Connection with Chronic 
Pneumonia (Chirurgische Probleme bei der chronis- 
chen Pneumonie). Hans ReitTer. Thoraxchirurgie, 
1955, 3: 340. 


SIxTy PATIENTS with chronic pneumonia were sub- 
jected to operation. In 2 instances the operation was a 
simple thoracotomy, in 5 a segment resection was done, 
in 22 the operation consisted of the resection of a single 
lobe, in 5 the lobectomy was accompanied by a seg- 
ment resection, in 9 there was a bi-lobectomy, in 1 in- 
stance the bilobectomy was supplemented by a seg- 
mental resection, and in 16 instances the operation was 
a pneumonectomy. 

The total mortality was 13 per cent; for the 35 pa- 
tients operated upon since 1952 the mortality was 9.2 
per cent. In the majority of these deceased patients the 
death could be ascribed to cardiocirculatory failure; 
there were 2 deaths as a result of embolism and 2 fol- 
lowing hemorrhage. There was one death resulting 
from a massive bronchial fistula with pleural empy- 
ema. In explanation of this high mortality rate the 
author points out that most of these patients were badly 
run down (the average duration of the process was 3.5 
years), and the preoperative preparation was not made 
less difficult by the fact that the previous heavy medi- 
cation of the patients with antibiotics had resulted in 
a selective persistence of organisms which were resis- 
tant to these drugs, some of them being resistant to all 
the antibiotic preparations available, so that recourse 
had to be had to the sulfonamides (aristamid). 

Control examinations or written reports could be 
procured after postoperative periods of from 1 to 4 
years in 38 of these patients. It was found that the ul- 
timate result in 22 were very good, in 2 the condition 
after the operation had improved, and in 4 there was 
no evident improvement. Twenty-four of these pa- 
tients were no longer troubled by expectoration, 12 
still had some expectoration, and 2 still coughed up a 
great deal. In consideration of the frequently desperate 
state of the patient when received for operation, 
the results can be designated as good; the serious con- 
dition of the majority of these patients held out little 
prospect of betterment from conservative measures. 

The operative indications were, of course, controlled 
to a certain extent by the differential diagnoses, parti- 
cularly those of chronic pneumonia, tuberculosis, and 
cancer. Tuberculosis can usually be ruled out by the 
laboratory tests and by the results of treatment, chronic 
pneumonia does not essentially improve with bed rest, 
and cancer can frequently be diagnosed with the bron- 
choscope; however, there will always be instances in 
which a peripherally placed bronchial cancer cannot 
be demonstrated bronchoscopically, and some roent- 
genologic shadows present the rounded configuration 
suggestive of carcinoma. 


Keil and Schissel sought, on the basis of arterio- 


graphy of the pulmonary vessels to establish a differen- 
tial point in the large number of contrast-filled blood 
vessels in cases of unresolved pneumonia; however, the 
author found the unresolved area to be rather poorer 
in blood supply than the remainder and thinks that the 
difference in his findings from those of the American 


writers arises from the fact that their patients with 
chronic pneumonia were in a very early stage of the 
process. 

In fact, the diagnosis will at times depend upon pal- 
pation of the lung tissue at operation, and it is only at 
this juncture that the type of operative procedure can 
be decided upon. The author considers that these pal- 
patory findings are of more value than those derived 
from biopsy. When the process goes on to tissue break- 
down some differentiation may be made in that a 
tuberculous cavitation is usually solitary and of large 
caliber, while one due to unresolved pneumonia is 
apt to be small and multiple. 

Finally, the author calls attention to the increased 
incidence of chronic pneumonia since the advent of the 
antibiotic era. From 1921 to 1925 he reports the num- 
ber of lobar pneumonias to be 75, as compared to 6 
chronic pneumonias, while in the period from 1949 to 
1953 the respective numbers were 45 and 23. 

—John W. Brennan, M.D. 


Treatment of Bronchiectasis by Resection (Die Resek- 
tionsbehandlung der Bronchektasien). A. BRUNNER. 
Langenbecks Arch. u. Deut. Xschr. Chir., 1955, 252: 477. 


ONE HUNDRED AND THIRTY-TWO resections were per- 
formed on 116 patients in the Surgical Clinic at Zur- 
ich, Switzerland during the period from 1942 to 
1954. Sixty-one of the patients were females and 55 
were males. Up to September, 1947 the resections 
were carried out under local anesthesia. At the begin- 
ning of 1946, the Brunn method of treating the stump 
of the bronchus, i.e., mass ligation and suturing of the 
stump, was abandoned, and thereafter isolation and 
ligation of the individual elements of the stump were 
performed according to the method of Rienhoff. At 
this time also penicillin became available. Thus, the 
results in patients operated upon before this time 
are evaluated separately from those in patients 
operated upon after that period. 

During the earlier period, 21 lobectomies on 18 pa- 
tients were performed. There were 3 deaths (due to 
air embolism in 2 cases and to empyema with bron- 
chial fistula in 1 case). In 2 patients the upper and 
lower lobes had to be removed later. These 2 patients 
were eventually cured. 

Patients in whom the postoperative expectoration 
was not more than 10 to 20 cubic centimeters and 
whose occupation was not interfered with were con- 
sidered improved. 

The results in the second, or later, group were bet- 
ter. In this group of 111 resections on 98 patients, 
there were again 3 deaths. One of the patients (a 42- 
year-old male) died of pulmonary embolism; another 
(a 48-year-old male) died of circulatory failure with 
mitral stenosis and endocarditis; the third patient (a 
47-year-old female) died of heart failure with pneu- 
monia of the upper lobe. Since 1951, 68 resections of 
the lung have been carried out without a death. 

Thus, in 93 per cent of the patients in this latter 
group a notable improvement was obtained. To ob- 
tain this result, 14 of the patients had to be operated 
upon bilaterally, and 2 were operated upon twice on 
the same side. 

In view of the author’s experience in the treatment 
of bronchiectasis, he believes that when all the affect- 
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ed lung sections are removed, when all the healthy 
lung tissue is carefully preserved, and when in the aft- 
er-treatment the development of atelectasis is prevent- 
ed, or quickly controlled by lung exercises and remov- 
al of the secretions by suction, treatment by resection 
leads to very satisfying results. The development of 
secondary bronchiectasis in the previously healthy 
lung tissues need not be feared. Careful attention to 
the preoperative treatment is of great importance. By 
means of postural drainage and antibiotics (aerosols) 
the amount of the secretions should be diminished as 
much as possible and diffuse bronchitis, as revealed at 
times by the bronchoscope, should be brought to heal- 
ing. Functional tests of the respiratory capacity will 
indicate the amount of lung tissue that can be removed. 
An important consideration during the operation 
is not to leave any dead ends in the bronchial system. 
Recently, the author has been using the method of 
Klingenbergh in the performance of suture of the 
bronchi; the forceps is placed as far centrally as possi- 
ble and the suture technique of Derra is added. The 
stump of the bronchus is covered in, as far as possible, 
with a pleural flap; however, in resecting the apical 
segment of the lower lobe, the surface (in contradis- 
tinction to the procedure in tuberculous resections) is 
left free in order to forestall any tendency to cicatri- 
cial contraction. On the other hand, when the lingula 
segment is removed, the borders may be sutured to- 
gether, provided that enough pleura has been pre- 
served. ‘The author cautions against the production of 
a supplementary paralysis of the diaphragm since this 
renders inflation of the residual lung more difficult 
and favors atelectasis. _—John W. Brennan, M.D. 


Solitary Bronchiectatic Cyst Formation (Solitaere 
bronchiektatische Cystenbildung). Kempr. 
Thoraxchirurgie, 1955, 3: 294. 


IN THE DIFFERENTIAL DIAGNOsIS of bronchial cysts 
difficulties are always encountered when attempts are 
made to distinguish between the acquired and con- 
genital types. There are overlays similar to those which 
are found in sacular and cylindrical bronchiectasis. 
With this point in mind one could accept the bron- 
chial cyst as an aberrant form of bronchiectasis. 

Grawitz describes a telangiectatic broniectasis by 
which he means a partially circumscribed, vesicular 
dilatation of excluded bronchi. How far a dysonto- 
genetic component can be accepted in the sense of the 
arrangement can be questioned in many cases upon 
differentiation. A third group is described by other 
authors in which a dispositional weakness of the elastic 
fibers is present, however, only under the influence of 
secondary reactivating factors will this weakness later 
lead to the formation of cysts or bronchiectasis. At 
the time of operation it is difficult to distinguish the 
visceral changes, and sometimes it is impossible 
mainly because of the various inflammatory changes 
present. These can be explained even in an isolated 
congenital cyst by the preceding intermittent comuni- 
cation with the bronchial tree. A careful microscopic 
examination will often fail to reveal the distinction 
between primary and secondary reactional changes 
in the tissues. 

The case of a 37 year old woman is reported be- 
cause of the peculiar formation of this type of cyst, its 
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long clinical course, and its pathological findings, 
which lead to interesting conclusions. The dysonto- 
genetic and acquired changes which in combination 
lead to the formation of this cyst were clearly dis- 
tinguishable. At the age of 21 years the patient was 
accidentally found to have a density in the upper lobe 
of the right lung. At first this was thought to be tuber- 
culosis and later, an echinococcus cyst. The patient, 
however, had never been ill. The presenting com- 
plaints were dyspnea and a sensation of tightness in 
the upper chest on the right side. At operation a 6 by 
4 by 3 cm. mass was removed and found to be filled 
with a grayish green pasty material which on micro- 
scopic examination proved to be a pure culture of the 
Aspergillus. The bronchus connected to this cyst was 
occluded by a tight plug. A microscopic description 
and photomicrographs of the specimen are presented. 

In the process of differentiating the congenital type 
from the acquired type of cyst the author emphasizes 
the necessity of determining the occurrence in the 
past of chronic primary inflammatory processes which 
could have caused a stenosis in a bronchus and led to 
the formation of the cyst. These processes, however, 
usually occur during childhood and are difficult for 
the patient to recollect. 

Referring to Sauerbruch, the author points out 
that in congenital bronchiectasis no changes are found 
in the epithelium, the musculature is prominent, the 
connective tissue is scarce, and the alveoli are atelec- 
tatic. The walls of the malformation are irregular and 
no inflammatory reaction is found. In the acquired 
form inflammatory reaction is prominent, the epi- 
thelium presents metaplasia, and the walls present a 
regular structure. The case presented would fall into 
the congenital type. It is also pointed out that the 
congenital type of cyst can be further differentiated 
according to its etiology, and various theories regard- 
ing this factor are presented. 

This case demonstrates that these cysts can be com- 
pletely asymptomatic for many years. Occasional 
communication with the bronchial tree should be ex- 
pected and will lead to infection and abscess forma- 
tion with its dangers. Operative treatment is the treat- 
ment of choice because carcinoma can produce a 
similar picture. —Hellmut Mattheis, M.D. 


Tomography and Bronchography in the Diagnosis of 
Primary Pulmonary Neoplasms (Stratigrafia e bron- 
cografia nella diagnostica delle neoplasie primitive del 
polmone). Dario GANpin1 and Piero Bonati. Medi- 
cina, Parma, 1955, 5: 181. 


THE AUTHORS report the cases of 17 patients with 
primary pulmonary neoplasms who were studied by 
means of bronchography and/or tomography in addi- 
tion to routine chest roentgenograms. 

These auxiliary studies are considered a necessity 
in making a precise diagnosis and prognosis. 

The authors believe tomography is of particular 
value in delimiting the intrinsic features of the neo- 
plasm and in differentiating it from the surrounding 
areas of atelectasis and effusion. In addition, in- 
volved nodes and pleura may also be discerned. 

Bronchograms are of value in estimating the out- 
lines and caliber of the bronchial tree and defining 
filling defects and areas of stenosis or occlusion. 
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The article is profusely illustrated with excellent 
reproductions of the various roentgenograms. 
There is no report of a follow-up study. 
—George L. Nardi, M.D. 


Benign Tumors and Inflammatory Pseudotumors of 
the Lungs and Pleura; Anatomoclinical Report 
(Tumeurs bénignes et pseudo-tumeurs inflammatoires 
pulmonaires et pleurales; documentation anatomo- 
clinique). P. Gary. Acta chir. belg., 1955, Supp. 2, 5. 


THE PRESENT STUDY concerns only benign tumors and 
pseudotumors of the lungs and pleura, projecting the 
round opaque x-ray image known as the coin lesion. 
Anatomic types in various conditions may be involved. 
Preoperative findings may suggest cancer, but opera- 
tive findings and examination of the specimens prove 
negative for malignancy. The present series includes 
15 benign tumors of the lung, 7 tumors of the pleura, 
and 12 pseudo-inflammatory tumors. The benign 
tumors of the lung included peripheral bronchial 
adenomas, hamartochondromas, nerve tumors, fibro- 
leiomyomas and hemangiomas, hamartochondromas 
being the most common, The incidence and differen- 
tial diagnosis (from carcinoma) of each type are dis- 
cussed. Since preoperative diagnosis of benign tumor 
of the lung is rarely possible, routine surgical inter- 
vention is justified except in the relatively rare cases 
of hamartochondroma, in which roentgen findings 
are conclusive. 


Benign tumors of the pleura or mesothelioma were ° 


observed in 5 women. The preoperative diagnosis is 
difficult, although occasionally roentgen study follow- 
ing pneumothorax may reveal the tumoral attach- 
ment, and occasionally these lesions may be recog- 
nized as benign upon opening the chest wall. Circum- 
scribed tumors of the pleura involving the chest wall 
and lung are usually malignant. The histologic features 
of fibromatous tumors are discussed, and the criteria 
of differentiation from schwannoma of the chest wall, 
inflammatory tumors and accessory lobes, as well as 
from neurinoma and mesenthelioma. It is stressed 
that the criterion of a pedicled circumscribed tumor of 
the pleura as a benign fibrous mesothelioma, and of 
an encapsulated or broadly inserted tumor as malig- 
nant, will not always hold true, as some pedicled 
tumors may be malignant or may undergo rapid 
malignant degeneration. Findings indicative of malig- 
nancy may be difficult to interpret and prognostic 
errors based upon them are common. 

Seven cases of “‘chronic pneumonitis,” frequently 
indicated as simulating cancer, are included in the 
series. Here the coin image may suggest peripheral 
cancer but operation reveals an inflammatory lesion. 
In these cases the deep or superficial parenchymal 
mass is more elastic than that of cancer, although oc- 
casionally harder. It is always located at the site of 
enlarged, inflamed, frequently indurated hilar glands, 
and consists of a chronic pulmonary fibrosis of pre- 
dominantly interstitial type, the alveoli being filled 
with cells containing cholesterol. In 5 of these cases 
palpation at operation suggested malignancy. 

The macroscopic appearance of these tumors sug- 
gests chronic inflammation. The bronchi show no 
cancerous obstruction, but occasionally contain pus 
and are slightly dilated. One case showed a stenosing 


inflammatory granuloma. Serial sections in 3 cases 
showed very small cavities with smooth walls in the 
condensation. Perifocal inflammation was non-necro- 
tic but showed early exuberant sclerosis. 

Histologic examination revealed chronic pneu- 
monia with systematized sclerosis and cicatrization 
from loss of substance. The different types encountered 
included (a) intra-alveolar hyperplastic sclerosis from 
fibrous organization of intra-alveolar exudate (vege- 
tating fibroma); (b) hyperplastic sclerosis of the alveo- 
lar wall; (c) perivascular and perilobular hyperplastic 
fibrosis encircling vestiges of parenchyma in the pro- 
cess of atelectatic atrophy, with cavities lined with 
cubical epithelium. In the two latter types there was 
often an intra-alveolar exudate, rich in round cells 
(fat cells). Opinions differ as to the nature of this fat 
that has been characterized as cholesterol, neutral fat, 
and fat rich in carotene. One has therefore to deal 
with an endogenous pulmonary steatosis due to 
physicochemical disturbances, although the present 
author does not believe the condition described con- 
stitutes a wholly new entity, since previous descrip- 
tions are available and chronic pneumonitis may be 
of various etiology. It is admitted, however, that the 
majority of pulmonary suppurations, viral pneumo- 
pathies, and condensations as late complications of 
glandular tuberculosis do not evolve toward chronicity. 

In searching for a cause of such a development, 
it is suggested that antibiotics might play a part, or 
late parenchymatous changes due to previous or con- 
comitant hilar glandular disease or inapparent or 
latent changes in the parenchyma due to aging or 
chronic miopragia. The clinical interest lies in the 
fact that they may suggest cancer of the lung, and it 
is certain that more knowledge concerning the etiology, 
and the appearance upon opening the chest or on 
palpation of the lung will permit limited resections 
with preservation of the pulmonary parenchyma and 
its function. A knowledge of other pseudotumoral 
affections not requiring surgery may also be of service 
in avoiding wide resections. Other pseudotumoral 
conditions considered include unilateral pseudotu- 
moral silicotic masses, atelectasis of round pseudo- 
tumoral form due to simple hypoventilation in the 
course of collapse by pneumothorax, tuberculoma 
which is much more common than cancer, round 
caseous foci, and granuloma of undetermined etiology, 
all of which are considered individually. Other lesions 
presenting coin images, including those of infectious, 
toxic, or undetermined etiology have been reported, 
such as exogenous lipoid pneumonia, syphiloma, 
lymphocytoma, plasmoctoma, histiocytoma, and thy- 
moma of the lungs. The present study emphasizes the 
frequency of coin images produced by nonmalignant 
conditions. Recent statistics from other sources are 
cited. 

Concerning the value of roentgenologically demon- 
strated calcification as a commonly accepted criterion 
of benignity, the author is of the opinion that the 
nature or type of calcification must be taken into ac- 
count. If marginal and arched, it should suffice to 
insure benignity and probably to indicate a cyst. 
When massive and stratified in large blocks, the cal- 
cification would indicate hamartoma or calcified 
tuberculoma. When the calcification is minimal and 





asc 
coe: 
2 of 
yea 
larg 
any 
deve 
by 
W 
— 
arg 
fores 
atele 
gillo: 
presi 
(mor 
taini 
and 
by Ce 
exan 


roent 


ns 
18, 


d, 


Ly- 
he 
unt 


on- 
ion 
the 
ac- 
- to 
yst. 
cal- 
fied 
and 





appears at the center or periphery of the mass, the 
condition is most frequently adenoma or, particularly, 
tuberculoma, although malignancy could not be ex- 
cluded. In 2 cases calcification of a primary tubercle 
was found in the center of an epithelioma, but was 
not designated on the roentgenogram, indicating that 
malignancy cannot be excluded on the basis of the 
presence of calcification alone. 

The great frequency of noncancerous “‘coin lesions” 
is emphasized. The difficulty of clinical diagnoses 
justifies exploratory thoracotomy. A precise knowl- 
edge of the operative and macroscopic aspects will 
facilitate the diagnosis of benign tumor or inflamma- 
tory tumor and thus permit the limitation of lung 
resection to a minimum. —Edith Schanche Moore 


Pulmonary Lesions Simulating Carcinoma. J. R. 
BELCHER. Acta chir. belg., 1955, Supp. 2: 28. 


THE AUTHOR describes some of the most misleading 
instances in which pulmonary lesions may simulate 
carcinoma. In the majority of these, an erroneous 
diagnosis of bronchial carcinoma was made. The 
series included 16 cases of lung abscess, 11 cases of 
tuberculoma, 11 cases of adenoma, 2 cases of asper- 
gillosis, and 2 cases of reticulosis. Since the x-ray 
pictures and clinical findings in bronchial carcinoma 
may be most misleading, histologic proof is required 
to confirm a diagnosis of carcinoma. This may include 
bronchial biopsy, examination of the sputum for ma- 
lignant cells, and examination of a biopsy specimen 
taken at thoracotomy. In addition, a biopsy from the 
lung itself may prove useful. In spite of the risk of 
dissemination incurred, too extensive resections may 
be avoided if the lesions prove inflammatory. With 
one or all of these methods, the margin of error is 
small, but in many cases only a full histologic exam- 
ination will yield the necessary information. In 8 of 
16 cases of lung abscess, thoracotomy was performed 
because of doubt as to malignancy. Since the advent 
of the newer chemotherapy, resection is rarely neces- 
sary for lung abscess per se. 

Three cases of lung abscess simulating malignancy 
are described, and 9 cases of tuberculosis misdiagnosed 
as carcinoma are tabulated. These two conditions may 
coexist. A positive tuberculoussputum was noted in only 
2 of these cases. The majority of patients were over 40 
years of age, all had short histories, and all lesions were 
large. Malignant cells were not found in the sputum in 
any case. Following lobectomy, bronchopleural fistula 
developed in 3 cases. This might have been avoided 
by preoperative antituberculous chemotherapy. 

When adenomas are present, doubt as to their pos- 
sible malignancy arises, either because of the unusually 
large size of the tumor, or (being inaccessible to biopsy 
forceps) because the combination of hemoptysis with 
atelectasis may suggest a malignant condition. Asper- 
gillosis may simulate bronchial carcinoma when it 
presents an isolated round shadow in the lung, or 
(more often) in the presence of plugs of mucopus con- 
taining mycelium, which obstruct the major bronchi 
and produce atelectasis. Mistakes may be avoided 
by considering the possibility of aspergillosis and by 
examining the sputum for Aspergillus. 

Other instances illustrated by brief case reports and 
roentgenograms include an osteosarcoma possibly due 


SURGERY OF THE THORAX 253 


to malignant degeneration of a hamartoma, an eosino- 
philic granuloma, and a large lymphadenomatous 
deposit in the lung of a patient with Hodgkin’s 
disease. 

It is emphasized that if carcinoma is suspected in 
lung abscess or tuberculosis, it must be assumed to be 
so until proved to the contrary on the principle that it 
is better to remove a lung abscess or tuberculoma than 
leave a carcinoma in situ. Where doubt remains, in 
spite of all known methods of investigation, a short 
course of penicillin in large doses is recommended, 
since, if the lesion disappears as a result, operation 
may be avoided. It is imperative to note, however, 
that areas of infection may develop distal to the car- 
cinoma and that these may respond to such treatment 
and thus create a misleading impression. Chemo- 
therapy as a means of distinguishing tuberculoma is 
not recommended, as the response of the lesions is too 
slow, but a three weeks’ course of such treatment 
might reduce the danger of fistula should the lesion 
prove tuberculous. After this period thoracotomy is 
in order. 

Operative findings are of little help in excluding car- 
cinoma. If a frozen section cannot be examined im- 
mediately, lobectomy is indicated. It is emphasized 
that the late results of lobectomy compare favorably 
with those of pneumonectomy. It is therefore recom- 
mended that in difficult cases, three weeks of chemo- 
therapy be followed by lobectomy if no marked 
improvement is noted and unless histologic diagnosis 
can be obtained. The article includes 17 figures and 
3 tables. — Edith Schanche Moore. 


Operability of Bronchial Cancer with Pleural Effu- 
sion. J. C. Gerrits and A. F. Haxman. Arch. chir. 
Neerl., 1955, 7: 315. 


PLEURAL EFFUSION in a patient suffering from broncho- 
genic cancer is generally regarded as a sign of in- 
operability; however, asearch of the literature revealed 
3 cases of curative pulmonary resections in patients 
suffering from bronchial carcinoma with pleural effu- 
sion. Accordingly, a clinicopathologic study was car- 
ried out by the authors at the University Clinics, 
Wilhelmina Gasthuis, Amsterdam, to determine 
whether or not pleural effusion may be brought about 
by obstructive pneumonitis as well as by carcinomatous 
pleural involvement. 

Thoracotomy was performed by Boerema in 12 cases 
of bronchogenic carcinoma in which the presence of 
pleural effusion was definitely established preopera- 
tively. To this series was added a group of 21 cases in 
which pleural fluid was noted for the first time at 
thoracotomy. Resection was performed in 13 of the 33 
cases: 11 pneumonectomies and 2 lobectomies. In 
none of the 13 resected cases was there evidence of 
carcinomatous involvement of the pleura. In only 4 
of the inoperable cases was carcinomatous pleurisy 
found. The cell type of the lung cancer was squamous 
in 9 cases and undifferentiated in 4. 

In 12 cases the effusion was serous; it varied in 
quantity from 10 cubic centimeters to 1 liter. In one 
resected case, the fluid was hemorrhagic. Among 20 
cases of bronchial cancer (with pleural effusion) 
which were not resectable, there was hemorrhagic 
fluid in 8. 
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The authors doubt the value of examination of the 
pleural fluid for cancer cells; they favor removal of 
the fluid for tissue culture. 

Five of the 12 patients undergoing resection in the 
presence of pleural effusion are still alive. The longest 
survival was that of a patient who died of heart- 
failure 3.5 years after pneumonectomy; there were 
no signs of metastasis before death. 

The pathologist reported the presence of pneumonia 
behind a small carcinoma in 10 of the 13 resected 
lungs. In these cases there were no signs of carcinom- 
atous pleural involvement although effusion was 
present. 

At the authors’ surgical clinic during 1948-1953, 
thoracotomy was performed in 201 cases of bronchial 
cancer. In 15 per cent there was pleural effusion; this 
was serous in 11 per cent and hemorrhagic in 4 per 
cent of cases. 

In conclusion, the authors state that obstructive 
pneumonia can produce pleural fluid in cases of 
bronchial carcinoma; also, they contend that serous 
effusion does not indicate inoperability. 

—Edward M. Miller, M.D. 


HEART AND PERICARDIUM 


Traumatic Injuries to the Heart as the Result of Blunt 
Force (Herztraumen durch stumpfe Gewalteinwir- 
kung). F. Grosse-BrockHorr. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1955, 282: 300. 


Stx cases of heart injury as the result of blunt force 
form the basis of the author’s personal experience. 
These are added to the total material of 50 cases ob- 
served at the Martini Clinic for Emergency Surgery, 
in Duesseldorf, Germany during the past 20 years. In 
general, four methods of production of cardiac trauma 
are discussed. 

The first modus is that of blunt injury (blow of a 
fist; kick of a horse, etc.) with secondary recoil move- 
ment of the heart itself. This recoil effect is much less 
severe when the ribs break. The results are pericardial, 
epicardial, and myocardial lesions. 

The second modus consists of the hydraulic effects 
of the contained blood mass, such as a sudden com- 
pressive force acting on the abdomen and producing a 
backward push of the blood column towards the heart. 
The results are typical lacerations of the chorda ten- 
dineae and cardiac valves and explosive rupture of the 
large vessels, auricles, and (rarely) the ventricles. 

The third modus is that of exposure to an explosion, 
with resulting pericardial, epicardial, and myocardial 
injuries (usually adjacent to the diaphragm), and re- 
coil laceration and avulsions of the chordae, the valves, 
and vessels. 

The fourth modus is that of sudden changes in ve- 
locity (falling impacts; sudden stopping of a speeding 
automobile with impact of the driver’s chest on the 
steering wheel). This effect of blunt force results in 
pericardial, epicardial, and myocardial contusions 
with pericardial and vascular lacerations and rupture 
of the chorda tendineae, valvulae, and mural ruptures 
as a result of the hydraulic forces. 

Treatment consists, first, of measures directed to- 
wards the initial state of shock. When the collapse of 
the circulatory system is the result of a concussion or 
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contusion of the cordis, infusion should be admin- 
istered with the utmost caution, as there is danger of 
overburdening the damaged heart muscle. If the loss 
of blood has been serious, it may have to be replaced; 
the infusion should be administered very slowly. In all 
instances the cause of the shock should be sought. If 
it is due to failure of the heart muscle, the condition 
should be treated in the same manner as cardiac in- 
farction. Transfusion will not be undertaken unless the 
systolic blood pressure falls below 80 mm. Hg, and 
then the infusion of blood should be carried out only 
slowly over a period of hours. If, despite transfusion of 
blood, the systolic blood pressure fails to rise above 80, 
or the condition of the patient continues to deteriorate, 
the efficacy of the transfusion should be aided by the 
addition of a cardiac stimulant. Constant watch over 
the blood pressure and pulse frequency is a sine qua non. 

When the patient has recovered from the shock, 
there arises the surgical problem of the possible repair 
of valvular ruptures, a field which has been little ex- 
plored. In many instances the initial condition of shock 
will be quickly overcome by the patient. In some in- 
stances functional manifestations such as irregular 
pulse and angina pectoris attacks persist. These dis- 
turbances should not to be regarded too seriously. 

If, after a few weeks, the electrocardiogram presents 
no further irregularity, there would seem to be no 
reason for demanding compensation. After recovery 
from the initial state of shock there is no necessity for 
concern as to the presence of contusion unless serious 
functional symptoms of the heart persist. Small lacera- 
tions of the pericardium may run their course with 
relatively few manifestations. When symptoms of con- 
tusion are present, yet the original injury was not so 
severe as to produce shock, the complaints of the pa- 
tient with reference to his heart are probably over- 
drawn. 

The laceration of blood vessels always indicates a 
grave prognosis. The laceration of valves and of the 
intracardiac tendinous structures should, in general, be 
regarded as serious. In these patients, as a rule, the 
picture of a progressive cardiac insufficiency develops 
in the course of a month, if not sooner. 

— John W. Brennan, M.D. 


Pathologic Findings in Trauma to the Heart (Patho 
logisch-anatomische Befunde bei Herztrauma). H. 
MeEeEssEN. Langenbecks Arch. u. Deut. &schr. Chir., 1955, 
282: 288. ‘ 


IN THE PRESENT ARTICLE the author considers only 
blunt trauma to the region of the heart and injuries 
that may penetrate the thoracic cage but that do not 
directly injure the heart or pericardium, to the ex- 
clusion of electric trauma or damage due to overex- 
ertion. In the city of Dusseldorf, 22 cases of heart 
injury were found among 354 cases of traffic accidents 
exhibiting head and body trauma. The postmortem 
incidence of cardiac involvement in instances of 
blunt trauma to the chest was from 18 to 26 per cent. 

Injuries to the heart by blunt trauma can be caused 
by a pull, drag, squeezing, or may result from a hydro- 
dynamic burst through a sudden increase of intra- 
cardial pressure. The author has observed rupture of 
the cava at the point where it joins the auricle, rup- 
ture of the right ventricle, of the left ventricle at the 








ape: 
ture 


rup’ 
not 
belc 
of i 
thre 
stan 
tion 
rare 
is b 
carc 
autl 
the 

freq 
fect: 
pres 


follc 
bee! 
mec 
heai 


the 

peri 
carc 
The 
the | 
Wa 
tion 
witk 
beli 
mec 
whi 
with 
mus 
fore 
side 
upo: 
muc 
the | 
of d 
ond. 
mus 
Pon 
four 


pro» 
with 
sma 
rupt 
the | 
area 
usu2 
inc 
birtl 
rupt 
by t 
divic 
Lars 
wall 
ical 

coro 


and } 





ww SS 


a 








apex, or of the auricles. In all of these instances rup- 
ture was caused by bursting trauma. In one instance, 
rupture was remarkable because the pericardium was 
not affected. In addition to a rupture of the septum 
below the foramen ovale, the author also saw 4 cases 
of incomplete laceration of the endocardium with 
thrombosis and bleeding into the myocardium. In- 
stances of rupture of the ventricular septum, lacera- 
tions of papillary muscles or papillary tendons, and 
rare rupture of the valves appear in the literature. It 
is believed that one must regard the cases of endo- 
carditis following trauma with some skepticism. The 
author has observed 2 cases of healed endocarditis of 
the mitral valve and he believes that because of the 
frequent incidence of endocarditis and valvular de- 
fects, one must assume that these conditions were 
present before injury but diagnosed following trauma. 

Special attention should be directed to the changes 
following trauma, and the term ‘“‘contusio cordis” has 
been applied. This condition may be caused by local 
mechanical force mostly on the anterior surface of the 
heart and the septum, or also through squeezing of 
the heart posteriorly where it might be pressed against 
the spinal column. There is occasional damage to the 
pericardium with circumscribed bleeding in the epi- 
cardium which can cause a traumatic pericarditis. 
There may be hemorrhage into the myocardium and 
the subendocardial tissues. From experience in World 
War I, it is known that occasionally round perfora- 
tions of the ventricular wall were seen from projectiles 
without marked damage to the pericardium. It was 
believed that the most important mechanism was a 
mechanical pressure wave, especially during diastole, 
which could tear the myocardium and cause bleeding 
without the projectile actually damaging the heart 
muscle. In addition to the size and intensity of the 
force acting upon the heart, it is important to con- 
sider the parts of the heart tissue which are acted 
upon. Bleeding into the conduction system can cause 
much damage to the function of the heart even when 
the epicardium and myocardium show little evidence 
of damage. In most cases the hemorrhages are sec- 
ondary to capillary damage and the bleeding between 
muscle fibers follows the pattern of the capillary net. 
Pond-like dilatation of the capillaries and veins was 
found mostly in the region of lacerated muscle fibers. 

Findings in heart vessels following chest trauma in 
proximity to the heart include laceration, aneurysms 
with thrombosis and bleeding into the media of the 
small and middle branches of the coronaries, and 
ruptures and thrombosis of veins. Depending upon 
the size and location, there may be smaller or larger 
areas of infarct necrosis. The size of the infarcts can 
usually be determined by the ability to compensate 
in cases of already existing coronary sclerosis. Even 
birth trauma can cause coronary damage; spontaneous 
rupture of the right auricle in the newborn, caused 
by trauma, has been reported. Usually in young in- 
dividuals these areas heal and cause no disturbances. 
Large infarctions could cause rupture of the heart 
wall, or heart aneurysms might occur when mechan- 
ical force affects the main branches of the left or right 
coronary artery. 

In evaluating a connection between chest trauma 
and heart injury the pathologist should consider not 
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only the type and intensity of the injury and the 
clinical picture, but also the pathologic and anatomic 
findings. Compared to the relatively small number of 
cases in which the relationship of trauma and heart 
injury is easy to demonstrate, many cases are made 
difficult because of pre-existing coronary problems. 

The development of coronary thrombosis or of the 
clinical syndrome “‘contusio cordis” can also be 
caused by chest injury or trauma to the abdomen or 
the spine. The author saw in 1940 and 1941 two pa- 
tients with chest trauma, fractures of the ribs, and 
hemothorax with coronary thrombosis as a sequential 
finding. In these the development of coronary sclerosis 
was attributed mainly to the general circulatory dis- 
turbance and change of composition of the blood by 
oxygen deficiency and an increase of thrombokinase. 

In addition, there is another possibility for heart 
damage due to blunt trauma and that is fat embolism 
in the coronary circulation. The obstruction of capil- 
lary vessels with fat globules causes circumscribed 
fatty degeneration of the muscle fibers, damage to 
the muscle fiber groups, and hemorrhage. As a rule 
only severe cases of fat embolism should cause damage 
to the myocardium. It should also be stressed that 
damage to separate fibers does not have to cause per- 
manent damage; it can be the basis of disturbances 
clinically considered as “‘contusio cordis.” 

In general, the author believes that in cases of 
heart injuries by blunt trauma, only a few will reach 
the clinic alive. The biggest difficulty is to differentiate 
rare cases which can be benefited by surgical measures 
from contusions with vascular changes and circulatory 
disturbances which would get little or no benefit from 
surgical intervention and should be treated by in- 
ternists. — W. Harrison Mehn, M. D. 


The Production and Evaluation of Ascites Secondary 
to Isolated Tricuspid Insufficiency in Dogs. MircHELL 
W. SPELLMAN and BaspEo BALKIssoon. Surgery, 1956, 
39: SF. 


EXPERIMENTAL ASCITES was produced by surgically 
cutting under direct vision all of the chordae tendineae 
to the tricuspid valve. The method, in contrast to 
other methods of producing ascites, is independent of 
vena caval obstruction and the cardiac lesion pro- 
duced resides in a single valve. 

Ascites developed within 3 weeks in the 5 animals 
in which complete severance of the chordae tendineae 
was accomplished. Two animals died 16 and 40 days 
postoperatively of unremitting congestive heart fail- 
ure; in one animal ascites was found only at post- 
mortem examination; in another the ascites relented 
21 days after operation; in the fifth animal ascites has 
persisted for 7 months. In the animals with chordae 
tendineae intact to one cusp, ascites rarely developed. 

The weight of the animals increased from a mean 
control value of 18.2+3.0 kgm. to a mean value with 
ascites of 19.3+3.7 kgm. Paracentesis was carried out 
every 2 weeks and volumes varying from 1.42 to 3.20 
liters were obtained. Liver functions as measured by 
the standard bromsulphalein test were all normal 
while a significant increase in the quantity of retained 
Rose Bengal dye was noted in those animals with as- 
cites, an observation which suggests an impaired 
hepatic function in some of the ascitic animals. 
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Peripheral venous pressure increases paralleled the 
increase of ascites in the animals. At postmortem ex- 
amination the only constant finding was an increase 
in the weight of the liver and hepatic congestion. The 
weight of the cardiac muscle was not significantly in- 
creased. 

Total or virtually complete defunctionalization of 
the tricuspid valve with “‘ventriculization of the right 
atrium” consistently resulted in a grossly severe as- 
cites with a variable duration and fate. 

— jack A. Thompson, M.D. 


The Histologic Changes of Autoplastic Venous and 
Pericardial Transplants in the Left Ventricle (Die 
histologischen Veraenderungen autoplastischer Venen 
und Pericardtransplantate in der linken Herzkam- 
mer). H. EmenmMULLER and J. We1s. Thoraxchirurgie, 
2955, 3, 352. 


THE FINDINGS discussed in the present study on dogs are 
of microscopic character; the functional aspects are not 
mentioned. The technique employed is stated to be the 
usual one (Charles P. Bailey et al. 7. Thorac. Surg., 
1954, 28: 551). The loop of autogenous vein (which 
was turned inside out and the resultant lumen filled 
with a strip of pericardium) was passed through the 
opposite walls of the left ventricle so as to be suspended 
in its lumen. At various periods of time following trans- 
plantation, the animal died or was sacrificed, and the 
transplant, together with the contiguous wall of the 
ventricle, was examined histologically. 

Three of these animals (2 with pericardial loops and 
1 with a venous pericardial loop) died on the third, 
fifth and tenth days, respectively. In these specimens 
there was ample evidence of the development of an in- 
flammatory process, or at least the beginning of an in- 
flammatory process, although the degenerative mani- 
festations observed in the 10-day specimen had not yet 
developed. 

In the older specimens (up to approximately 3 years 
after transplantation), it was generally found that the 
transplant had healed-in completely, resisting im- 
mediate death of the transplanted tissues. However, it 
was observed that after a period of one year the trans- 
planted loop in the three-year specimen exhibited signs 
of advanced necrobiosis until the central portions of 
the loop had undergone complete necrobiosis with rup- 
ture of the intraventricular portion. 

The authors agree with Bailey and other writers 
that with the techniques thus far employed these 
loops, which are usually employed to support a func- 
tionally insufficient mitral valve, will not permanently 
hold. — John W. Brennan, M.D. 


ESOPHAGUS AND MEDIASTINUM 


The Surgical Treatment of Achalasia of the Esopha- 
gus. Ricuarp H. Sweet. WV. England 7. M., 1956, 254: 
87. 


Asout 75 per cent of the cases of achalasia were char- 
acterized by an enormous dilatation of the esophagus 
above the distal segment which was capable of holding 
large amounts of food and liquids. The terminal seg- 
ment, at operation, was very small in diameter and 
possessed abnormally thin muscular layers in contrast 
to the enormously dilated, thick-walled portion di- 


rectly above it. On the basis of the series of cases 
reviewed, the author feels that a simple esophago- 
plastic procedure consisting of a longitudinal incision 
in the atrophic lower segment plus a circumferential 
closure of the opening is sufficient. This procedure 
eliminates the narrow segment and increases the di- 
ameter of the lumen at the lower end. The resulting 
relief from dysphagia was complete and permanent. 

Quite a different situation obtained in the remain- 
ing 25 per cent of the cases. The patients noted referred 
pain in the substernal area which was secondary to 
esophagospasm. Although there was dilatation of the 
esophagus in this second type of achalasia, it was 
moderate in degree and did not assume the huge 
proportions characteristic of the type described ini- 
tially. The lower esophageal segment exhibited thick- 
ening due to hypertrophy of the circular muscle fibers. 
These patients responded very satisfactorily to a modi- 
fied Heller esophagomyotomy which consists of a 
longitudinal incision through the hypertrophied mus- 
cle fibers. 

It has proved to be of importance that the stomach 
be maintained in a normal position below the dia- 
phragm. Attention to this detail may prevent later 
regurgitation from the stomach into the esophagus. 

Forty-eight patients were observed in this series 
with an analysis of their age range, sex, the duration 
of symptoms, type of operation employed, and mor- 
tality rate. Forty-six patients left the hospital in good 
condition; 2 died at a later date because of unrelated 
causes. Thirteen patients exhibited no postoperative 
symptoms and remained completely free of symptoms. 
Late postoperative symptoms consisted of transitory 
delay in the passage of food, regurgitation of fluid 
into the pharynx, varying degrees of pyrosis, dumping, 
and bleeding from the upper gastrointestinal tract. 
The majority of patients with the last complication 
had bleeding due to hyperemic congestion of the 
gastric mucosa. Some patients with achalasia had 
some degree of spasticity of the antrum, pylorus, and, 
often of the first portion of the duodenum. Pyloro- 
spasm and the resultant delay in emptying of the 
stomach led to eventual impairment of nutrition, re- 
gurgitation, and contributed to the development of 
hyperemic congestion of the gastric mucosa. These 
complications can be avoided by pyloroplasty. 

For evaluation of the end results, 36 patients were 
studied with x-ray, fluoroscopy, and esophagoscopy. 
These individuals were treated by primary resection 
(4 cases), secondary resection (5 cases), esophagoplasty 
(20 cases), and esophagomyotomy (7 cases). Nineteen 
patients showed 90 to 100 per cent improvement in 
their condition, 9 showed 80 to 90 per cent, and the 
remainder had less than 80 per cent. 

— james H. Holman, M.D. 


The Lower Esophageal Web. WALTER F. BucpEN and 
J. Ernest DELMonico, JR. 7. Thorac. Surg., 1956, 31: 1. 


EsOPHAGEAL WEB, or diaphragm, is a congenital or- 
ganic narrowing of the lumen of the esophagus which 
causes dysphagia. Obstructive symptoms are depend- 
ent on the nature of the bolus, which is usually a solid 
food. Low substernal pain and the sensation of ob- 
struction are the principal symptoms. A web can be 
demonstrated only when the esophagus is distended 
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with thick barium above and below the lesion. Positive 
roentgenograms demonstrate a web in the lower 
esophagus usually about 3 to 5 cm. cephalad to the 
esophagogastric junction. The ring or web varies in 
thickness from 3 to 5 mm. and produces a shelflike 
shadow in the roentgenogram. The lesion has thus 
far been visualized once by esophagoscopy. 

At operation, the esophagus is incised longitudinally 
just proximal to the suspected ring and identified by 
probing of the lumen with a finger. After identification 
of the lesion, a distal incision is made and the web is 
intussuscepted upward through the proximal wound. 
Wedges are carefully cut into the membrane radially 
toward the lumen. Injury to the mucosa of the esoph- 
agus should be avoided. The wounds are closed with 
interrupted silk sutures and a Levine tube is inserted. 

The web is a leatherylike membrane which reduces 
the lumen centrally to a diameter of 3 to 5 mm. Histo- 
logically, it consists of squamous epithelium, sub- 
mucosa, and muscular tissue. Varying degrees of 
hyperkeratosis of the epithelium and inflammatory 
changes in the submucosa are usually present. This 
lesion should be differentiated from carcinoma of the 
esophagus and from achalasia. 

Two cases of webbed esophagus are presented and 
both patients gave a long history of negative findings 
and a classification of functional dysphagia until this 
type of lesion was identified. 

—B. G. P. Shafiroff, M.D. 


Surgical Treatment of Benign Esophageal Stenosis 
(Zur chirurgischen Behandlung der gutartigen Oc- 
sophagusstenose). K. Minty and F, Deucuer. 
Thoraxchirurgie, 1955, 3: 271. 


THe AuTHors, of the Surgical Department of the 
University of Zurich, Switzerland, discuss 2 cases 
of esophageal stenosis which followed corrosion by 
lye. Both patients were successfully treated by plastic 
surgery. 

Before the introduction of intratracheal anesthesia, 
the antethoracic method, performed in several stages, 
was used exclusively. During the last 5 years intra- 
thoracic operations in one stage, with displacement 
of the stomach into the thoracic space, have been 
preferred by most men. However, this method has 
the disadvantage of reflux esophagitis and embarrass- 
ment of lung function by the large intrathoracic 
stomach, and a number of surgeons have recently 
returned to various antethoracic methods. No gen- 
eral rule can be laid down and each case has to be 
treated according to its individual merits. 

The first of the authors’ patients was a boy 16 
years of age in whom an extreme stenosis developed 
6 months after the injury. A gastroesophagostomy 
above and anterior to the aortic arch was performed, 
and the stomach was attached to the pleural dome. 
Three months after the intervention the patient re- 
turned to work as a mechanic apprentice and was 
free of complaints for 3 years after the operation, 
although the vital capacity of the lung was reduced 
by half, and the stomach showed an enormous 
dilatation in the roentgenogram. 

The second case was more complicated and re- 
quired a series of plastic operations before a cure 
was finally accomplished. A man 52 years of age had 
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been treated by bouginage for many years after a 
lye injury sustained 16 years ago. Twice during these 
years perforation of the esophagus wall by a bougie 
had caused a mediastinitis, which led to additional 
strictures and made further conservative treatment 
impossible. 

The antethoracic method was indicated in this 
case for several reasons. The entire esophagus, in- 
cluding its cervical portion, was stenosed. It is known 
that intrathoracic esophagogastrostomy has a rather 
high mortality and, in addition, the authors antici- 
pated complications in an intrathoracic intervention 
because of the two previous episodes of mediastinitis. 
Therefore, it was planned to do an antethoracic ileo- 
coloplastic operation. This seems the most promising 
method because, in addition to the ascending colon 
and the hepatic flexure, the distal portion of the 
ileum can be used for anastomosis with the esopha- 
gus. At laparotomy, however, it appeared that this 
method was impossible because of the course of the 
arteries. Therefore, after ligation of its first two 
arteries, the proximal loop of the jejunum was passed 
through the mesocolon and lesser omentum and 
pulled up subcutaneously to the jugular region. As 
the loop proved too short for an immediate anasto- 
mosis it was attached to the skin. In a further series 
of interventions, a skin plastic after the method of 
Papo and Yudin was done so that the transplant 
consisted partly of skin and partly of jejunum. 

The patient recovered and is at present without 
complaints and able to work, although the cosmetic 
result is not satisfactory.— Werner M. Sulmitz, M.D. 


Differential Diagnosis of Mediastinal Tumors (Zur 
Differentialdiagnose der Mediastinaltumoren). A. M. 
Feur. Helvet. chir. acta, 1955, 22: 313. 


THE AUTHOR reviews briefly the various tumors of the 
mediastinum and reports a pertinent case in detail. 

Mediastinal tumors include thymomas and intra- 
thoracal strumas in the retrosternal space; dermoid 
cysts, teratomas, pericardial cysts, lymphosarcomas, 
and Boeck’s and Hodgkin’s disease in the middle 
mediastinum; neurinomas, ganglioblastomas, and 
bronchial and esophageal cysts in the posterior 
mediastinum. 

The most important diagnostic methods are roent- 
genography, tomography, kymography, angiography, 
filling the esophagus or the trachea with contrast 
material, and pneumomediastinum. Exploratory 
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puncture should not be used because of the danger 
of hemorrhage or air embolism. 

None of these methods permits differentiation be- 
tween benign and malignant neoplasms. All medias- 
tinal tumors should be considered as potentially ma- 
lignant and should be extirpated; even after having 
been asymptomatic and stationary for many years 
they may degenerate because of a malignant change. 

The writer reports a case in point. A woman 49 
years of age had been known to have a mass for 20 
years; it was considered a pericardial cyst at the right 
border of the heart. The thorax had been x-rayed at 
regular intervals, and no change of size or shape of 
the mass had been observed. After 20 years symptoms 
of fatigue, slight dyspnea, and retrosternal oppression 
developed. Surgery revealed a carcinomatous tera- 
toma close to the pericardium, which was extirpated. 
The patient died 3 months after the intervention of 
generalized metastases. — Werner M. Solmitz, M.D. 


MISCELLANEOUS 


Thymic Neoplasms. Donatp B. ErFLER and LAWRENCE 
J. McCormack. 7. Thorac. Surg., 1956, 31: 60. 


A ToTAL of 19 patients with thymic tumors were 
studied. Undifferentiated bronchogenic carcinoma 
and lymphosarcoma may be misdiagnosed as malig- 
nant thymoma. In this series, 6 patients with malignant 
thymomas developed symptoms of myasthenia gravis. 
This finding opposes the view that myasthenia is 
rarely malignant. In one case symptoms of myasthenia 
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did not develop until 3 years after the diagnosis of 
malignant thymoma was made. Thymic tumors may be 
solid, cystic, encapsulated, or invasive. Of the 19 
thymic tumors, 16 proved to be malignant with pleural 
implantation in 4, direct extension in 10, and distant 
metastases to submaxillary lymph nodes in 1 case. 
Histologically, thymic tumors tend to involve the sur- 
rounding fatty tissue and cause subendothelial bulging 
of the wall of small veins. Bands of collagen usually di- 
vide the tumor into small lobules. Abnormalities of 
the stroma caused by spindle cells are not uncommon. 
The lymphomatous type of malignant thymoma com- 
prised 6 cases of the lymphocytic variant and 3 cases 
of Hodgkin’s variant. In the carcinomatous division 
of malignant thymoma, there were 6 cases of lympho- 
epithelioma and 4 cases with an epithelial variant. 

Surgical biopsies are obtained through a supra- 
sternal incision, needle biopsy, or transsternal biopsy. 
All of the 19 patients were subjected to operation for 
excision of the thymus. A right or left anterior thora- 
cotomy provides adequate exposure and may be en- 
larged by transection of the sternum. All patients 
with inoperable neoplasms should be given a complete 
course of x-ray therapy. In the present series (19 
cases) there were 10 nonresectable lesions. 

The author states that ideal therapy should consist 
of surgical extirpation followed directly by x-ray 
therapy. Histopathologic study alone does not dis- 
tinguish definitely the benign from the malignant 
condition. All thymic tumors should be considered 
potentially malignant. —B.G. P. Shafiroff, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Lymphatic Cysts of the Mesentery; a Review of the 
Literature and a Report of 2 Cases. KENNETH Woop. 
Brit. J. Surg., 1955, 43: 304. 


MESENTERIC CyYSTs are rare abdominal tumors. Slocom 
is quoted as having found 600 such cysts described, 
less than half of which were true lymphatic cysts. Only 
200 of these caused symptoms. 

Two lymphatic mesenteric cysts are described in 
this report. One of these occurred in the jejunal mes- 
entery of an adult white male. Excision was accom- 
plished and recovery was uneventful. The second cyst 
occurred in the mesentery of the terminal ileum of an 
8 year old boy. Resection of the cyst and a portion of 
the ileum was done and the child recovered. Patho- 
logically, both cysts were shown to be lymphatic in 
type. 

Various classifications of these tumors are discussed. 
The simplest and most recent is that of Ewing (1942). 
He divides them into four groups: (1) lymphatic or 
chylous; (2) enterogenous or duplications of the gut; 
(3) urogenital; and (4) dermoid or teratomatous. 

The etiology of mesenteric cysts has not been exactly 
determined. Gross believes that they result from a 
collection of lymph fluid in congenitally misplaced 
lymphatic tissue without efferent communication; 
Ewing considers them as tumors of embryonic origin; 
Willis believes they are vascular malformations com- 
parable to hemangioma. These cysts occur at any age 
and in the mesentery of both the small and large 
bowel. They are seen in females more frequently than 
in males. 

Lymphatic cysts are always separate from the bowel 
wall. The walls consist of a flat endothelial lining, a 
layer of connective tissue, and at times muscular 
bundles. The contained fluid may be serous or chylous 
in character. 

Clinical evidence includes a mobile abdominal 
tumor with or without pain; often they are symptom- 
less. Obstruction, volvulus, intussusception, hemor- 
rhage, torsion, and rupture are possible complications. 

Simple excision of the cyst is the treatment of 
choice. At times, resection of bowel must also be done. 
The prognosis is excellent and the mortality is slight. 

— Donald C. Geist, M.D. 


GASTROINTESTINAL TRACT 


Gastromalacia; a Review and Report of 1 Case with 
Recovery. LutHer G. Bett, Epcar E. Tuomas, Jr., 
and STANLEY A. SKILLICORN. Ann. Surg., 1956, 143: 
106. 


GasTROMALACIA is an erosive phenomenon which is 
manifested by a gelatinous softening of an area of 
stomach wall, with little or no inflammatory response. 
There is a definite relationship between intracranial 
disease and antemortem perforations due to gastro- 
malacia. The associated intracranial condition com- 
monly masks the clinical picture of an acute abdominal 


condition and only slight changes in the vital signs 
accompany such a perforation. Such perforations, 
therefore, almost always result in a fatality. 

The authors review the published literature on 
gastric lesions, both clinical and experimental, and 
report that although experimental evidence strongly 
suggests involvement of the hypothalamus to be the 
primary intracranial basis for such gastric lesions, 
clinical observations fail to support this view. No 
constancy in the type or location of intracranial lesions 
was found to be associated with gastromalacia in man. 
Similar lesions have even been found in severe forms 
of poliomyelitis. 

A case of gastromalacia with massive perforation is 
presented. Surgical repair was carried out with ulti- 
mate success. In addition, clinical evidence is pre- 
sented to support the impression that poliomyelitis 
was the primary cause of gastromalacia in this case. 

The authors stress the frequent association between 
bulbospinal poliomyelitis and high gastrointestinal 
perforations. It is noted that patients dying of bulbar 
poliomyelitis will show diffuse hypothalamic involve- 
ment pathologically in 85 per cent of all cases. 

— Arthur M. Simpson, M.D. 


Early Carcinomatous Changes in the Stomach. J. 
Bamrortu. Brit. J. Surg., 1955, 43: 292. 


Five cases illustrating the early changes and subse- 
quent development occurring in nonpolypoid car- 
cinoma of the stomach are presented. All 5 patients 
were submitted to operation for chronic peptic ulcer. 
On subsequent examination of the stomach macro- 
scopically, chronic peptic ulcer was found in each case, 
and in none was malignant disease recognizable. 

On histologic examination of the first case there 
were two independent foci of small spheroidal-cell 
carcinoma occupying almost the whole of the mucous 
membrane, but with no sign of invasion beyond the 
muscularis mucosae. 

In the second case, histologic examination showed 
the typical appearance of a chronic pyloric ulcer. In 
the mucous membrane near one edge of the ulcer, 
there was atypical proliferation of glandular cells with 
hyperchromatic nuclei and several mitoses. There was 
no sign of deep invasion. 

Microscopic examination of the third case showed 
typical chronic pyloric ulcer. Extending from the edge 
of the ulcer, and in the superficial two-thirds of the 
mucosa were several multicentric areas of atypical 
proliferation of glandular cells, closely packed, and 
forming irregular solid masses. There were occasional 
mitoses. There was no invasion of the muscularis 
mucosae. 

In the fourth case there were two gastric ulcers— 
the first, a typical lesser curvature chronic peptic 
ulcer with surrounding gastritis and the second, 2 
centimeters away from the first, a small ulcerating 
carcinoma. There was no evidence of a previous 
chronic peptic ulcer in the latter. The malignant 
process in this case spread along the superficial part 
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of the mucous membrane forming small, irregular, 
solid, epithelial masses, but the deep clear glands of 
the pylorus appeared normal. There was no invasion 
below the muscularis mucosae. This case is striking 
in that it shows extensive spread of the malignant 
process in the mucous membrane, although macro- 
scopically these areas appeared normal. 

The fifth case presented two gastric ulcers. The 
smaller, prepyloric in location, showed histologi- 
cally hyperchromatic glandular epithelium forming 
small solid masses in the vicinity of the ulcer edge, at 
which point there was invasion. The ulcer itself was a 
typical chronic peptic ulcer. 

The author stresses the fact that in 4 of the 5 cases 
there was carcinoma-in-situ, and, by analogy with 
other organs (for example, cervix uteri), he suggests 
that a considerable period may elapse before invasion 
occurs. The multicentricity of early gastric carcinoma 
is also emphasized. A study of his 5 cases lends support 
to the statement that if an association between ulcer 
and cancer exists, it is due to a preference of both for 
the same type of degenerate mucosa. 


—Edward M. Miller, M.D. 


Accessory Pancreas with Stenosing Hypertrophy of 
the Pylorus (Pancreas accessorio del duodeno e 
stenosi ipertrofica del piloro). Lucio Prccinnt. Arch. 
ital. mal. app. diger., 1955, 21: 373. 


THE AUTHOR presents a case of aberrant pancreatic 
tissue in the region of the first portion of the duodenum. 
There was an associated stenosing hypertrophy of the 
pylorus. The patient was clinically considered to have 
a duodenal ulcer and x-ray films revealed an ulcer 
niche. He was operated on because of persistent pain 
and almost daily vomiting. The accessory pancreatic 
tissue was found to be oval-shaped, about 2 centimeters 
in diameter, and completely separated from the pan- 
creas. It was situated near the inferior portion of the 
first portion of the duodenum. A gastroduodenal re- 
section was performed with transmesocolic gastro- 
jejunal anastomosis. 

A review of the literature is presented and different 
opinions as to treatment are reported. Some authors 
recommend excision of the accessory tissue while others 
recommend gastroduodenal resection. In the case 
reported the stenosing hypertrophy was considered a 
definite indication for gastroduodenal resection. 

—Lucian }. Fronduti, M.D. 


The Myenteric Plexus of the Pylorus; Its Early Nor- 
mal Development and Its Changes in Hypertrophic 
Pyloric Stenosis, STANLEY R. FRiEsEN, JAMEs O. 
Botzy, and Don R. Mitter. Surgery, 1956, 39: 21. 


Tue ETIOLOGY of hypertrophic pyloric stenosis in in- 
fants has remained an enigma for a long time. The 
onset of symptoms in an apparently normal infant 
days or weeks after birth is not understood. One 
theory suggests that the congenital and inherited ab- 
normality in these infants consists of spasm of the 
pylorus prior to the development of ‘‘work hyper- 
trophy” of the pyloric musculature, the actual muscu- 
lar hypertrophy being a secondary feature causing 
obstructive stenosis. Another theory suggests that de- 
crease in the number of ganglion cells and nerve fibers 
at the pylorus together with abnormal cellular struc- 
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ture and disorganization of the ganglion anatomy 
results in a neuromuscular imbalance which leads to 
hypertrophy. Whether the nerve imbalance and gang- 
lion cell changes are due to failure of embryologic 
development and abnormal nerve influences, or are 
secondary to muscle hypertrophy and spasm, is not 
known. 

A histologic study of the pyloric musculature of 23 
fetuses and normal infants dying of various causes was 
carried out and the findings compared with a group 
of surgical biopsies on 19 infants with hypertrophic 
pyloric stenosis. Biopsies were obtained by making a 
double horizontal slit in the pyloric ring and excising 
a strip of the muscular wall on the anterior aspect of 
the pylorus. 

Chronologically the normal myenteric plexus of the 
pylorus is at first continuous and then becomes seg- 
mented into plexuses or nests of cells at 16 weeks of 
gestation. The ganglion progresses to maturity so that 
mature forms appear at 2 to 4 weeks after full-term 
birth. At the age of 4 to 8 weeks after full-term birth 
mature cells are evident in every plexus and the num- 
ber of immature ganglion cells is reduced significantly. 
In infants with hypertrophic pyloric stenosis which 
were operated on at the age of 4 to 8 weeks the number 
of plexuses per unit area is the same, but the plexuses 
usually contained no mature ganglion cells and many 
more undifferentiated and immature ganglion cells. 
This suggests that the plexus of the hypertrophic 
pylorus has a cellular distribution similar to that seen 
in the normal pylorus several weeks earlier in age. 

It would seem that these plexuses have never fully 
developed, and it is possible that this developmental 
arrest might cause a physiologic derangement of nor- 
mal pyloric activity resulting in repeated muscle 
spasm and “work hypertrophy.” 

While the true histologic significance of this finding 
of apparent failure of maturation, rather than degen- 
eration of the ganglion cells in hypertrophic pyloric 
stenosis, is not known, these findings probably signify 
an abnormal pyloric function and support a theory of 
failure of ganglion cell development. 

— Jack A. Thompson, M.D. 


Adenomatous Tumors of the Anterior Foregut Region 
Showing the Cylindroma Pattern. HELEN RussELL. 
Brit. J. Surg., 1955, 43: 248. 


THE AUTHOR reviews a 10 years’ collection of adeno- 
matous and mixed adenomatous tumors of the anterior 
foregut region, seen in the Christie Hospital, in Man- 
chester (England). Among the tumors studied, 51 
were of the cylindroma pattern and 204 were mixed 
adenomas. The distribution, sex incidence, and sur- 
vival rate for these tumors are tabulated. 

The cylindromas appear to arise in mucous, rather 
than in serous, salivary gland tissue and they are 
commonest in the ectopic or aberrant sites. Cylindro- 
mas have been obtained from the lacrimal gland and 
from the whole respiratory tract, from lips and nose to 
the bronchi. They are usually situated in the buccal 
and nasal cavities where the main glands of the 
mucous membranes are of the mucous type. Adeno- 
mas of both the cylindroma and the mixed pattern 
are more common in women than in men, the propor- 
tion being about 3 to 2. 
























Tumors of the cylindroma pattern had a worse 
prognosis than the ordinary mixed adenoma type. 
The mode of spread of a cylindroma is that of a re- 
lentlessly recurring tumor. Its grave prognosis is not 
due to inaccessibility, but rather to the fact that 
cylindromas are frequently more poorly encapsulated 
than are the adenomas in the large serous gland sites. 
Invasion of the base of the skull may occur before 
distant metastases arise. 

The histologic diagnosis of cylindroma depends 
upon the recognition of a tissue pattern rather than 
upon the shape and size of individual cells. These 
features are illustrated by photomicrographs. 

A historic survey of the problem of foregut adeno- 
mas is presented. The tumor commonly classified as 
cylindroma is characterized by insidious infiltrative 
growth and a grave ultimate prognosis. The need for 
early radical excision is emphasized. There is no 
evidence that it is a radiosensitive lesion. 

— John L. Lindquist, M.D. 


Volvulus of the Cecum, J. H. Powe t, Jr., and RALPH 
F, Bowers. Ann. Surg., 1956, 143: 126. 


SPONTANEOUS VOLVULUs of the cecum is a rare cause 
of intestinal obstruction. The etiology appears de- 
pendent upon a long mesocolon with a mobile cecum. 
Clinically, abdominal pain, nausea and vomiting, and 
abdominal distention out of proportion to the usual 
lower intestinal obstruction are the cardinal signs. In 
some cases the closed cecal loop may be visibly present. 
Roentgen films of the abdomen demonstrate a dilated 
ectopic cecum with varying degrees of small bowel 
obstruction. One should not hesitate to employ a 
barium enema if there is any doubt as to the diagnosis. 
The treatment depends upon the viability of the 
cecum. If viable, the treatment of choice is derotation 
plus cecostomy, the latter to fix the cecum to the 
abdominal wall and prevent recurrence. If gangre- 
nous, right colon resection is indicated. The mortality 
varies with the presence or absence of gangrene. The 
reports of authors over the past 30 years gave mortality 
rates varying from 17 per cent to 72 per cent, depend- 
ing on the operative procedure and the presence or 
absence of gangrene. 

The case reports of 2 patients with nongangrenous 
cecal volvulus are presented, in which severe and 
protracted paralytic ileus was present in the post- 
operative period. Although both patients survived, it 
is believed that the potentially lethal element of this 
condition, as viewed from the cases presented, was the 
obstinate and almost uncontrollable ileus. It is postu- 
lated that the responsible death-dealing factor in other 
series with high unexplainable mortality rates may be 
ileus. A search of the literature fails to substantiate 
this, however. — Arthur M. Simpson, M.D. 


Resection of the Rectosigmoid for Carcinoma with 
Preservation of Sphincteric Function (L’asporta- 
zione del rettosigma per carcinoma con la conserva- 
zione della funzione sfinterica). V. D. ARGENTO and 
G. Campione. Ann. ital. chir., 1955, 32: 602. 


THE AUTHORS discuss the methods of treatment of 
cancer of the rectosigmoid area at the Surgical Clinic 
of Bologna. In the period from 1949 to 1953, 87 pa- 
tients were seen. Of these, 17 had an abdominal 
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colostomy, 42 had a radical operation, and 26 had a 
conservative operation. In Italy, as a whole, the con- 
servative operation has a very limited application. 

A plea is made for conservation of the sphincter 
wherever possible. The authors believe that lesions in 
the lower third of the ampulla should be treated rad- 
ically because, after this area is resected, there is not 
sufficient anorectal mucosa to preserve the reflex au- 
tomatic continence. Lesions above this area should 
have conservative surgery wherever possible. 

The principal difficulty encountered in the con- 
servative operation is that of the development of post- 
operative fistulas at the site of the anastomosis. These 
they feel can be reduced in the future. The functional 
results are good as far as the patient is concerned. 
Survival rates, while not better, are as good as those 
with radical surgery. —Lucian 7. Fronduti, M.D. 


Total Colectomy and Anterior Resection of the Rec- 
tum with [leorectal Anastomosis; a One-Stage 
Operation for Ulcerative Colitis. Ronatp W. 
Raven. Brit. 7. Surg., 1955, 43: 297. 


THE AUTHOR states that his operation has been “‘found 
valuable in a small group of patients for whom surgical 
treatment was essential” in the treatment of chronic 
ulcerative colitis. 

The abdomen is opened through a left paramedian 
incision. The ileum is divided wide of the disease and 
the proximal end is closed; the right colon is mobilized 
and the ileocolic, right, and middle colic arteries are 
sectioned. After the great omentum is separated from 
the transverse colon, the hepatic and splenic flexures 
are mobilized; the left colon is freed of its mesenteric 
vascular attachments; the upper three-quarters of the 
rectum is mobilized in the usual manner, sectioning the 
superior and middle hemorrhoidal vessels; the rectum 
is mobilized anteriorly to the prostate in the males and 
to the middle of the vagina in females. The rectum is 
then divided transversely at the junction of the upper 
two-thirds and lower one-third; the upper end of the 
rectum is then closed; the side of the ileum is then anas- 
tomosed to the anterolateral aspect of the rectum. The 
pelvic peritoneum is not reconstructed. The pelvis is 
drained through a lateral stab wound. The author 
states that the bowels are usually “‘very active” for a 
week or two. He suggests the administration of pro- 
banthine, charcoal, and codeine to diminish the fre- 
quency of defecation. 

The author reports the histories of 4 patients on 
whom this operation was performed. All presented 
evidence of recta] involvement both on rectal biopsy 
and x-ray. On follow-up, all reported that they were 
well, that there was no excessive frequency of defeca- 
tion, and that their nights were usually undisturbed. 
The follow-up periods were 8 months, 10 months, 12 
months, and 14 months. —Edward M. Miller, M.D. 


Trends in the Treatment of Tumors of the Rectum, 
Rectosigmoid, and Left Colon. C. Naunron Mor- 
GAN. 7. R. Coll. Surgeons Edinburgh, 1955, 1: 112. 


THE CHANGES AND TRENDS in the treatment of tumors 
of the rectum, rectosigmoid, and left colon, and the 
results achieved are reviewed. 

The author believes that every effort should be 
made to remove the primary growth. Extension to the 
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liver, unless more than half of it is involved, 
should not prevent removal. Local fixation alone 
should not prevent removal of the primary lesion. 
Pelvic evisceration is justifiable only when the growth 
can be totally removed. In a series of 447 patients, 
446 had resection or excision of the growth, an oper- 
ability rate of 99.7 per cent. Combined excision, 
Hartmann’s operation, perineal excision, and perineo- 
abdominal excision were done in 283 patients with a 
mortality of 3.3 per cent. Abdominoanal excision and 
anterior resection were used in 105 patients with a 
mortality of 2.85 per cent. 

The risk of implantation of free malignant cells 
from the lumen of the bowel at operation is reviewed. 
There were three such recurrences in 14 cases, an 
incidence of 21.4 per cent. A method of irrigation of 
the rectum with a 1 to 500 solution of mercuric chlo- 
ride was then instituted to prevent the implantation 
of cells. Following irrigation there were only two cases 
of recurrence of this type in 99 patients. 

Restorative operations (anterior resection) and non- 
restorative procedures (combined excision) are com- 
pared. The 5 year survival in the group with anterior 
resection was 58.4 per cent and in the group with 
combined excisions, 42.4 per cent. However, the 
restorative operation was used only in the earlier and 
more favorable growths. There were almost twice as 
many cases and fewer patients with lymphatic 
spread in this group than in the group who had com- 
bined excisions. During the time when only the com- 
bined excision was done, the 5 year survival rate 
was 60.9 per cent compared with a 5 year survival 
of 58.4 per cent in the restorative resections. The 
author believes that with careful selection there is a 
place for the use of restorative resection. 

High ligation of the inferior mesenteric artery is 
possible in many instances of colon resection. In 80 
per cent of patients, it has been found that the left 
colic artery ascends directly upwards and laterally to 
the splenic flexure and only divides about 2 to 3° 
inches from the colon. It is essential to preserve this 
bifurcation of the left colic artery in ligating the in- 
ferior mesenteric artery. The middle colic artery was 
found to be absent in about a third of the cases. The 
adequacy of blood supply depends on the capability 
of the marginal artery. High ligation of the inferior 
mesenteric artery is not justifiable in the poor risk 
patient or in obese patients in whom the anatomy 
is difficult to demonstrate. It has been done by the 
author in 72 patients with adequate circulation in all 
of them. There is as yet no proof that high ligation 
will improve the results of combined excision. 

Familial adenomatosis has been studied by means 
of a familial polyposis registry at St. Mark’s Hospital. 
Fifty-eight families were traced and 1,069 members 
of these families were investigated; 20.4 per cent had 
polyposis and 14 per cent had cancer. Seventy per 
cent of those with polyposis (154 of 218 patients) had 
carcinoma. Earlier diagnosis and treatment have de- 
creased the incidence of carcinoma in these families 
from 52.4 per cent before 1946 to 35.9 per cent in the 
past 9 years. This disease is usually treated by a one- 
stage subtotal colectomy with ileorectal anastomosis, 
the adenomas in the rectum being destroyed by 
diathermy. 
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Acquired adenomas must be considered as pre- 
malignant, and removed. Treatment depends upon 
the location of the polyp. If it can be delivered into 
the anus, it is excised with a portion of normal mucosa 
about it or its pedicle. Sessile adenomas are removed 
by fulguration unless they are located above the peri- 
toneal reflection. Those in the colon are removed by 
abdominal operation. If histologic examination of a 
removed polyp shows carcinoma in situ without in- 
vasion, only local removal is done and the patient is 
carefully followed and observed. If there is invasive 
carcinoma, adequate local removal may suffice. If 
not, or if there is recurrence of the adenoma, it should 
be treated by radical resection. 

Villous tumor (papillary adenoma) is usually best 
treated by combined excision unless the base is small 
and there is no histologic evidence of malignancy, 
when it may be fulgurated and the patient carefully 
followed. 

Forty-seven (1.9 per cent) of 2,500 cases of carci- 
noma of the rectum at St. Mark’s Hospital were 
treated by local excision. It was adequate in all pa- 
tients, but they must be carefully followed and ob- 
served. — Donald C. Geist, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Report on 75 Liver Injuries (Bericht ueber 75 Leber- 
verletzte). W. Beck. Langenbecks Arch. u. Deut. &schr. 
Chir., 1955, 282: 872. 


A series of 75 cases of liver injuries sustained in mine 
accidents are discussed and tabulated. The accidents 
occurred in the period from 1926 through 1951. Forty- 
one of the injured had died, the majority from injuries 
of other organs (intestines, spleen, kidneys, and bones). 

Of the 34 men who survived, 33 were examined 
after an interval of from 2 to 26 years. In 23 of the 
patients the liver only had been injured; in 10, other 
organs had also been injured. Twenty-six of the 33 
survivors were operated on within 24 hours after the 
accident, and 6 at a later time; only one was not 
subjected to surgery because of severe shock due to rib 
fracture and injury of the lung, diaphragm, and liver. 
This patient recovered with severe adhesions in the 
thoracic and abdominal cavities. 

The liver was sutured in 22 cases; in 8 cases addi- 
tional tamponade was done, and in another 8 cases 
tamponade only without suture was done. Abdominal 
wall hernias, and displacement of the stomach or of 
the diaphragm by adhesions were observed much 
more often after tamponade than when suture only 
was done. The symptoms were constipation, pains 
caused by the adhesions, and sensitivity to fatty food. 

Liver profile and other laboratory tests were nor- 
mal, but the prothrombin time was markedly pro- 
longed in 22 of the patients. 

It is remarkable that the magnitude of the liver 
injury, even loss of the entire right lobe, does not have 
any influence on the detoxicating function of the liver 
in later years. The loss is compensated for by the 
remaining liver tissue. Only necrosis of the liver 
tissue leads to a marked deficiency of fibrinogen with 
a prolonged sedimentation rate and prolonged pro- 
thrombin time. — Werner M. Solmitz, M.D. 
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Fic. 1 (Ruggieri). Site of ligation of the hepatic and 
splenic arteries. 


Provisional Results of Treatment of Portal Hyperten- 
sion in Liver Cirrhosis by Ligation of the Hepatic 
Artery (Vorlaeufige Ergebnisse der Pfortaderhoch- 
doethshentbons bei Lebercirrhose durch Unter- 
bindung der Arteria hepatica). E. Ruccrert. Langen- 
becks Arch. u. Deut. Sschr. Chir., 1955, 282: 1003. 


PATHOLOGICOANATOMIC STUDIES in man and experi- 
mental work in animals with induced liver cirrhosis 
have shown that in the cirrhotic liver not only pro- 
liferation of fibrous tissue but also new formation of 
numerous arteries takes place. These arteries empty 
into branches of the portal vein by numerous anasto- 
moses. This leads to a hydrodynamic condition simi- 
lar to that in an arteriovenous aneurysm. The multi- 
ple anastomoses between the arteries and the portal 
system cause marked portal hypertension with all its 
clinical sequelae. 

This is the rationale on which ligation of the 
hepatic and the splenic arteries as treatment of portal 
hypertension is based. To date, 96 of these operations 
have been reported in the literature. The early and 
late postoperative mortality was 40 per cent; the 
operation was unsuccessful in 15 per cent and led 
to clinical cure in 45 per cent. 

The author of this article operated upon 24 pa- 
tients with liver cirrhosis. He always ligated the 
splenic artery as well as the hepatic, and in one case 
he ligated the left gastric artery in addition. In 12 
of his cases the spleen was removed also. When it 
was technically possible the pressure in the portal 
system was taken after ligation of the arteries from 
one of the omental veins. An immediate drop of the 
portal pressure after the ligation and removal of the 
spleen occurred in all of the cases. 

The postoperative mortality was 7 (29.1 per cent). 
Five additional patients died after an interval of 
from 2 to 7 months after the intervention of hemor- 
rhage, liver failure, or stroke. In these cases the op- 
eration was unsuccessful. A complete clinical cure 
was accomplished in 12 patients (50 per cent). They 
have been without complaints, ascites, edema, or 
intestinal disturbances and have all returned to work. 
Seven of them have been followed up for more than 
a year after the intervention. 

Many objections have been raised against this 
operation. Commenting on these criticisms, the au- 
thor states that the arterial supply to the liver by 
the gastroduodenal and the right gastric arteries, as 
well as by branches of the internal mammary and 
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Fic. 2. Pressure drop in the portal system after ligation 
of the splenic and hepatic arteries (measured in an 
omental vein). 
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Fic. 3. Pressure drop in the portal system after splenec- 
tomy and following ligation of the hepatic vein (meas- 
ured in an omental vein). 


phrenic arteries is sufficient to prevent anoxia or 
necrosis of liver tissue. In addition to the arteries the 
portal vein carries 60 to 80 per cent of the oxygen 
consumed by the liver. Experiments with normal and 
cirrhotic animals have shown that the initial hypoxia 
of the liver after ligation lasts only for a few days 
and does not cause irreversible damage to the liver 
tissue. — Werner M. Solmitz, M.D. 


The Treatment of Primary and Metastatic Cancer of 
the Liver. Irvinc M. ArrEL. Surgery, 1956, 39: 70. 


THE AUTHOR reviews the natural history of cancer of 
the liver and restates the short span of life associated 
with it. Cancer of the liver can be diagnosed by no 
series of tests; the diagnosis depends solely on biopsy. 
Six methods of treatment of primary and metastatic 
hepatic cancer are presented, viz.: (1) external x-ray 
therapy; (2) intra-arterial nitrogen mustard alone; 
(3) intra-arterial nitrogen mustard followed by x-ray 
therapy; (4) intra-arterial nitrogen mustard followed 
by intra-arterial radioactive phosphorus; (5) intra- 
arterial nitrogen mustard plus intra-arterial radio- 
active phosphorus, followed by deep x-ray therapy; 
and (6) surgical excision. 

The patients who were treated by irradiation were 
protected as much as possible by an adequate caloric 
intake, plus dietary supplements, including a lipo- 
trophic supplement, methyscol. 

Of 10 patients with primary hepatic carcinomas 
treated by x-ray alone, 5 had a good symptomatic 
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response, the duration of life after treatment averaging 
3.5 years, while an additional 5 showed no apparent 
response to x-ray therapy, and their average duration 
of life after treatment was five months. In 10 patients 
with metastatic cancer of the liver, the response was 
variable and less satisfactory than in the cases of 
primary tumors; the average duration of life was only 
seven months. Patients with marked hepatic dysfunc- 
tion tolerated the therapy poorly, and it had to be 
stopped shortly after its commencement. Those with 
good hepatic reserve tolerated the therapy well. 

Fourteen patients with metastatic cancer of the liver 
were treated by intra-arterial nitrogen mustard. An 
intra-arterial polyethylene catheter was threaded up 
into the aorta to the level of the celiac axis, and 10 
milligrams of nitrogen mustard were administered 
daily for 5 or 6 days. Terramycin seemed to have a 
synergistic effect and was added to the mixture, al- 
though its administration produced pain. The average 
duration of a life of these 14 patients was only five 
months, although some seemed to have some symp- 
tomatic relief during this period. 

Eleven patients with metastatic cancer of the liver 
were treated with intra-arterial nitrogen mustard, 
supplemented with radioactive phosphorus. The av- 
erage duration of life was six months. This therapy 
was well tolerated if the patient had a good hema- 
topoietic system; however, if there was defective hema- 
topoiesis, profound anemia, and if leukopenia de- 
veloped, it was difficult to control. 

Four patients were treated with intra-arterial nitro- 
gen mustard, followed by deep x-ray therapy. The 
duration of life after treatment was one year or less. 
One patient could not tolerate the therapy, and treat- 
ment had to be discontinued. 

Four patients were treated with combined intra- 
arterial nitrogen mustard, radioactive phosphorus, 
and deep x-ray therapy. 

Ten patients had had subtotal hepatectomies for 
various neoplasms; two massive hemangiomas had 
been successfully excised. The results were as follows: 
a differentiated hepatoma was excised with a ten-year 
follow-up; a metastatic lesion (from a primary one 
in the sigmoid) was found to be asymptomatic after a 
one year; a left hepatic lobectomy performed for 
metastatic cancer, with the finding of an undiscovered 
primary lesion on a one-year follow-up, was followed 
by death; sigmoidectomy and left hepatolobectomy in 
one stage was performed for colonic cancer, without 
follow-up; segmental resection for a metastatic mela- 
noma, with palliation for two years, was followed by 
death; a right hepatic lobectomy for metastatic spin- 
dle-cell sarcoma and a palliative left hepatolobectomy 
and subtotal right lobectomy for hepatoma, with a 
three-year follow-up, resulted in death from gen- 
eralized metastases. — Ward D. O’Sullivan, M.D. 


Resection of the Left Lobe of the Liver for Sarcoma 
(Resezione del lobo sinistro del fegato per sarcoma). 
Sapino Cureppa. Arch. ital. chir., 1955, 80: 121. 


THE AUTHOR reviews the literature pertaining to re- 
section of the liver because of tumors, and reports a 
case of reticulocell sarcoma involving the left lobe of 
the liver in a male 30 years of age, who was operated 
upon and who survived for a period of three months. 
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Resection of the liver for tumors was suggested by 
Zambeccari in 1630, Olshausen in 1887, Lins in 1886, 
and Loreta in 1887, and the first successful resection 
was done at the School of Bologna. There are many 
types of tumors involving the liver. Tumors of the 
hemangioma type can be operated upon but opera- 
tion is difficult because of hemorrhage, adenoma 
(solid or cystic), or fibroma and therefore enucleation 
or marsupialization is the preferred procedure. 

Malignant tumors of the liver, either primary or 
secondary, can at times be removed. The contra- 
indications to removal are: (1) insufficient normal 
liver substance; (2) invasion of the other lobe and 
extrahepatic metastasis; and (3) invasion of the ad- 
jacent organs. 

Warvy, in 1944, reported 33 resections for solid 
adenoma, with a mortality of 9 per cent. Seneque and 
Aurousseau (1950) reported 23 partial hepatectomies 
for angioma with an operative mortality of 2 per 
cent, and 7 left lobectomies of the liver with no mor- 
tality for benign hepatoma, and 7 partial hepatec- 
tomies with 7 cures. In malignant cases the prognosis 
was grave. The mortality reported by Dubs was 16.8 
per cent. Rossi, in 670 cases, reported a 6 per cent 
mortality for atypical resection, and in 7 cases of 
typical lobectomy he had no mortality. 

For typical resection one should study the vasculo- 
biliary tree and the segment subdivision of the paren- 
chyma and when a pedicle of the hepatic artery is to 
be saved the biliary tree and portal vein must be 
preserved. 

In atypical resection one must remove the lesion 
without regard for the anatomy and function of the 
segments of the liver. 

Rossi reported 15 cases of typical lobectomy and 
650 cases of partial lobectomy following the atypical 
procedure. 

In 1953, Couinaud, Scartozzi, and Enrico, through 
experiments and dissections, developed a standard 
topography of the biliary pedicle; thus in man one 
can do a lobectomy or segmental resection with very 
little bleeding and biliary leak, but atypical resection 
should not be abandoned for at times one cannot 
isolate the pedicle. The major difficulty of the methods 
of resection is hemorrhage, but this can be controlled 
provisionally by digital or instrumental pressure on 
the aorta or hepatic vessels. Definitive control is ob- 
tained by (1) ligature, both direct or indirect (mass 
ligature); (2) mechanical compression or tamponade; 
(3) biological methods, use of muscle or omental 
grafts; (4) chemical and biological use of gelatin, 
thrombin, absorbable or nonabsorbable sponges; (5) 
physical methods—electrocoagulation; and (6) suture. 

In his work, the author has noted the following 
post operative complications: 

Hemorrhage, primary or secondary. 
Necrosis. 

Infection. 

Peritonitis and septicemia. 
Respiratory disturbances. 

Liver shock (death in a few hours). 
Liver-renal syndrome. 

In cases of liver tumor, the patient should be thor- 
oughly studied, and the diagnosis attempted by ex- 
clusion and by following the suggestions of Shallow 
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and Wagner. Only after thorough clinical and labora- 
tory studies have failed to disclose a primary tumor 
elsewhere should the possibility of primary hepatic 
tumor be considered. 

The author stated that 76 cases of primary sarcoma 
of the liver have been reported, and of these 63 per 
cent occurred in males. The right lobe was involved 
in 45 per cent of the cases and the left in 15 per cent; 
the tumor was throughout the liver in 40 per cent. 

—Francesco Mogavero, M.D. 


Technique and Diagnostic Possibilities of the Intra- 
operative Endoscopy of the Bile Passages in In- 
stances of Cholelithiasis (Technik und diagnostische 
Moeglichkeiten der intraoperativen Endoskopie der 
Gallengaenge bei Cholelithiasis) H. WzuLpEcans. 
Chirurg, 1956, 27: 1. 


THE AUTHOR described his instrument for endoscopy 
2 years ago (Surg. Gyn. Obst.. Internat. Abstr. Surg., 
1954, 99: 162) before the medical society at Munich, 
Germany. At that time he discussed the technique of 
its use and the theoretical possibilities to be expected. 
Here he fully describes the instrument itself and ap- 
pends brief case histories of 3 instances in which cer- 
tain advantages over all other methods are demon- 
strated. 

The author’s instrument. as now manufactured, 
consists of an optical system, a light source, and an 
irrigating system, the whole being made up in the 
general semblance of a urethral sound; however, it is 
used for insertion into the biliary passages (Fig. 1). 
Seven centimeters of the terminal portion of the tube 
are placed at an external angle of 180 degrees to the 
main optical axis. 

The apparatus as a whole will not stand boiling; 
however, the outer metallic tube may be removed and 
sterilized in boiling water. It is put on the market in 
3 sizes: Charriére No. 18, No. 20, and No. 25. The 
No. 18 is usually adequate and will usually correspond 
to the examiner’s practical needs. 

A relative contraindication to the application of 
this method consists of recent symptoms due to acute 
pancreatic necrosis. Curare and preanesthetic medi- 
cation, such as opium derivatives and atropine, should 
be avoided whenever possible, in order not to inter- 
fere with the normal tonus of the bile passages. 

The insertion of the instrument may, if desired, be 
preceded by the cholecystectomy. The incision for 
insertion may be made in the main duct, either above 
or below the point of embouchure of the cystic duct. 
It should correspond in size as nearly as possible to 
the caliber of the instrument used. 

The reservoir for the warm salt solution to feed the 
irrigator should be suspended at such a height that 
its hydrostatic pressure sufficiently expands the lumen 
of the bile passages and washes out any clots of fibrin 
or blood. 

The instrument is first passed distally toward the 
duodenal papilla and then it is reversed and passed 
rs the direction of the liver and the intrahepatic bile 

ucts. 

The image is upright and enlarged approximately 
4 diameters. The adjustable eyepiece, however, may 
be used to change the magnification. It also aids to 
obtain a sharper image and serves to correct any 
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Fic. 1 (Wildegans). The endoscope for the biliary 
passages (Charriére 18). 


deficiency in the eye of the examiner. Finally, “prac- 
tice makes perfect.” 

The first case history appended was that of a 50 
year old woman from whom a stone-filled gallbladder 
was removed. In addition, 8 stones were removed 
from the choledochus by means of the spoon and 
irrigator. The endoscopic examination then disclosed 
the presence of a large stone at the papilla which 
could neither be removed with the washing nor with 
the spoon. Without these endoscopic findings the 
operation would have been discontinued with the 
belief that all the foreign material had been removed. 
The large stone was finally brought up and removed 
through the choledochotomy opening. 

The second case reported was that of a 55 year old 
male. Following removal of the stone-filled gallblad- 
der, the endoscope was inserted duodenalward into 
the choledochus and disclosed the presence of a green- 
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ish, yellow-streaked mass of debris which filled the 
terminal portion of the ductus choledochus. In this 
instance the foreign material was gradually extracted 
with the spoon and washing, the endoscope, in the 
meantime, controlling the operation until the operator 
was certain that the bile passages were clear. Two 
weeks later the cholangiographic examination showed 
the bile passages to be still perfectly clear of foreign 
material. 

The third patient was a 71 year old woman from 
whom, following cholecystectomy, 4 stones in the 
supraduodenal section of the choledochus were re- 
moved. When this portion of the bile passages was 
cleared, the endoscopy was reversed and disclosed the 
presence of a whole chainlike series of stones extending 
upinto the right branch of the ductus hepaticus within 
the liver. These stones were evacuated until the instru- 
ment showed with certainty that the bile passages 
were clear. Without this mode of controlling the 
results of the operative interference a number of chol- 
angiographic examinations would have been required 
to assure the operator that all the stones had been 
removed. Even then it would not have been certain 
that all of the stones had been detected by roentgen- 
ography. 

Thus, the author believes that this method reduces 
the chances of overlooking stones to a minimum, or 
even precludes this eventuality entirely. 

In addition, the method reveals the nature and 
extent of other forms of occlusion of the bile ducts, 
such as cicatricial stenoses, diverticula, benign and 
malignant tumors, physiological anomalies (position 
and condition of the duct of Santorini), and patho- 
logic alterations of the pancreas and its duct, or 
ducts. 

With the introduction of intraoperative endoscopy 
of the bile passages there is hope of more effective 
study of the nature of the so-called dyskinesia of the 
biliary tract, its differentiation from the vegetative 
dystonias, and its proper evaluation with relationship 
to the disease picture. The optical method described 
promises possibilities of radical improvement in the 
results of biliary tract surgery. 

— John W. Brennan, M.D. 


Spontaneous Perforation of the Common Bile Duct in 
Infants. G. Pettrersson. Acta chir. scand., 1955, 110: 
192. 


THE AUTHOR presents 4 surgically treated cases of 
spontaneous perforation of the common bile duct in 
infants. In 2 of these the author himself performed 
the operation; in the other 2 cases a colleague in an 
adjacent hospital performed the operation. 

Two of the infants were females and 2 were males; 
the birth weights ranged from 1,930 to 4,360 grams. 
All of the infants were born in hospitals and parturi- 
tion was spontaneous in all 4 cases. In no instance was 
jaundice observed at birth. One of the infants showed 
hematemesis and clear blood in the stools from the 
second to the fourth day of life; another had asphyxia 
and respiratory insufficiency demanding treatment in 
an incubator for two or three days, followed by oxy- 
gen administration for another three days. Three 
of the infants were completely free of symptons for 
three, four, and three weeks, respectively. In the re- 
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maining infant, vomiting started on the fifth day of 
life but the stools were normal and she was free from 
fever. In no case was the onset of perforation associated 
with fever, but in 3 of the cases it was associated with 
clay-colored feces and icterus of varying degrees. In 
the case of the fourth infant, there was no reference 
to jaundice in the case report but the blood bilirubin 
was highly elevated at two weeks of age. Vomiting 
occurred in two cases from the onset. Acute deteriora- 
tion was observed in 3 of the infants and in all 4 cases 
a rapidly distending meteoristic abdomen was ob- 
served. One of the infants had a more protracted 
course with the development of a palpable abdominal 
tumor which extended from the epigastrium to the 
left abdomen and, in turn, down to the left lower 
quadrant. 

In all 4 cases the gallbladder was normal and not 
distended. No gross anatomic malformation of the 
biliary tract was observed, and in every case there 
was a perforation on the anterior wall of the common 
duct just below the entrance of the cystic duct. In no 
case was definite obstruction of the distal common 
duct found, either extrinsic or intrinsic. 

In 2 cases, treatment consisted of suture of the per- 
foration and drainage; both infants recovered. In one 
case a tube was placed in the common duct and 
eventually the infant recovered. In the fourth case a 
simple drainage down to the perforation area was 
carried out but this child succumbed to peritonitis 
after several days. In every instance the common duct 
was explored. 

The author discusses the probable etiology of such 
perforations and is convinced that an embryologic 
malformation probably exists in each case. He sub- 
stantiates this hypothesis with other cases of perfora- 
tion or common duct cysts that seem to develop in 
the same area of the common duct that was involved 
in these 4 infants. The presence of jaundice preceding 
the acute ileus in these infants suggests to the author 
that perhaps a mucous plug in the bile duct was 
present, which in turn produced an increased tension 
in the biliary tree, and possibly in all instances slow 
leakage occurred to bring about a biliary abscess and 
this in turn ruptured to form the peritonitis in 3 of 
the cases. — Matthew H. Evoy, M.D. 


Cholangiographic Findings in Complaints After 
Cholecystectomy (Cholangiographische Befunde bei 
Beschwerden nach Cholecystektomie). W. HEss. 
Langenbecks Arch. u. Deut. &schr. Chir., 1955, 282: 856. 


THE AUTHOR discusses a series of 40 patients in whom 
another operation was done after cholecystectomy be- 
cause signs of biliary congestion such as colic or icterus 
persisted, or because the bromsulfalein and other 
laboratory tests indicated disturbance of bile drain- 
age. He emphasizes the importance of routine cho- 
langiography and manometry during the operation. 
These procedures reveal stones in the choledochus or 
stenoses of the common bile and hepatic ducts which 
can be easily overlooked without them. 

In 24 of the 40 cases the cause of the clinical symp- 
toms was a concretion in the common bile duct or 
in the papilla, which had been overlooked at chole- 
cystectomy, a stenosing papillitis with or without 
stone, or a stenosis of the hepatic duct. The other 
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causes included surgical lesions of the choledochus, 
tumors, aneurysm of the hepatic artery, and hyper- 
tony of the sphincter of Oddi. In 2 cases the cholangio- 
graphic findings were normal. 

According to most of the statistics a concretion in 
the bile ducts is overlooked in 8 to 10 per cent of all 
cholecystectomies. Even routine opening and probing 
of the common bile duct does not protect against this 
danger. Routine cholangiography is a method far su- 
perior to probing in the demonstration of stones. 
Intrahepatic stones cannot be found by probing at all, 
whereas they can be visualized by cholangiography. 
They may be the cause of colics after cholecystectomy. 

Papillitis and stenosis of the papilla with or without 
stone are the most frequent cause of postoperative 
colic. They were found in 37.5 per cent of the author’s 
material. It is, therefore, imperative that after re- 
moval of choledochus stones the manometric pressure 
of the papilla be taken and cholangiography be em- 
ployed in all cases. 

The writer observed 2 cases of primary papilla 
stenosis without preceding cholecystitis or cholelith- 
iasis. The treatment is sphincterotomy in primary 
papillitis, whereas in secondary papillitis choledocho- 
duodenostomy is advisable. 

Functional hypertonia or hypotonia of the sphincter 
without any organic findings, the so-called dyskinesia, 
is quite rare; it occurred in only 2 of the author’s cases. 

— Werner M. Solmitz, M.D. 


Operative Cholangiography (Operative Cholangio- 
graphic). GUNTHER Haeniscu. Langenbecks Arch. u. 
Deut. &schr. Chir., 1955, 281: 294. 


Tus stupy is based on 225 patients with disease of 
the biliary tree, operated on between September 1, 
1953 and December 31, 1954. Operative cholangi- 
ography was done in all cases. This test is recom- 
mended routinely whether or not abnormalities are 
found on exploration. The case of a female is cited in 
whom two stones were known to be present in the 
gallbladder. These were found at surgery, and explor- 
ation of the common duct revealed it to be thin- 
walled, not dilated, and entirely normal. By operative 
cholangiography two small stones were located in the 
common duct and removed. Such experiences show 
that only by systematic use of the method can its full 
potentialities be realized. 

The author is not convinced that the routine use of 
manometric studies is justified since it further com- 
plicates the procedure and the results do not seem 
worthwhile. The status of the autonomic nervous 
system, the anesthesia, and the necessary manipula- 
tion influence the readings, which are not representa- 
tive of the conditions in the unopened abdomen. The 
diagnosis of dyskinesia can be made in the presence of 
entirely normal findings without the aid of mano- 
metrics. The removal of a normal gallbladder in the 
absence of any other abnormality is condemned. 

Perabrodil M (45 per cent) diluted with an equal or 
doubled quantity of distilled water is used. Good con- 
trast of the shadows is not obtained with concentrated 
solutions which obscure the fine details. A blunt 
cannula through the cystic duct is preferred to sharp 
puncture of the common duct because of the ten- 
dency for prolonged leakage to occur from such punc- 
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ture sites. Care must be exercised to avoid the entry 
of air bubbles by either route. The bile ducts should 
be irrigated with saline solution prior to the injection 
of the dye. The contrast media is slowly injected with 
a bulb syringe and without great pressure, and the 
film is exposed during the injection. 

The finding of an undilated, smoothly contoured 
common duct, without filling defects calls for no 
further manipulation unless dye fails to flow into the 
duodenum. The obstruction to evacuation may be on 
a functional basis due to spasm, or on an organic basis 
due to pancreatitis, papillitis, or stones. Repeated 
films in different planes are made and the common 
duct is sounded and dilated in such cases. Conclusions 
are based on the difficulty encountered in traversing 
the sphincter of Oddi. 

In the great majority of instances in which the 
common duct is opened a Kehr T-tube is inserted. 
This is preferred to either primary closure or anasto- 
mosis. Primary suture is not recommended because of 
the temporary obstruction due to spasm of the sphinc- 
ter or due to mucosal edema from instrumentation. 
The T-tube is also of value for postoperative cholangi- 
ography. Anastomosis is not advised because of the 
loss of physiological control of the exit of bile by the 
sphincter of Oddi and the reflux of intestinal contents. 
It is reserved for those cases in which the obstruction 
is not correctible. 

After introduction of the T-tube, a cholangiogram 
is done, and the wound is closed only after a satis- 
factory picture is obtained. Occasionally a stone will 
float down from the hepatic ducts after surgery. This 
will have to be removed when it is discovered. 

Flushing out of the ducts with saline solution before 
injection of the dye will aid in differentiating stones, 
air bubbles, and blood clots. Stone shadows tend to 
remain constant after this procedure. Extraductal 
causes of contour irregularities, such as lymph nodes 
or tight overlying cystic ducts, may be found. Elucida- 
tion of anatomic variations is aided by cholangi- 
ography. Junction of the right and left hepatic ducts 
far beyond the normal point, or junction of the cystic 
duct to one of the hepatic ducts or to the common 
duct near its termination may need clarification. 
Visualization of the pancreatic duct will occasionally 
be observed. This may occur because of anatomic or 
pathologic variations and may carry diagnostic or 
therapeutic implications. —Max L. Smith, M.D. 


Clinical and Experimental Study of Disorders of the 
Pancreas. SHiInco AoyaMA. Nagoya 7. M. Sc., 1955, 
18: 53. 


THIS EXTENSIVE REPORT represents a summary of the 
experimental and clinical observations made by the 
author and his co-workers over a period of years at 
the Nagoya University School of Medicine, Japan. 
The work covers an extremely broad field of investi- 
gation into pancreatitis of the recognized varieties, as 
well as pancreatitis caused experimentally by such 
agents as Candida albicans, coxsackie virus, allergens, 
and bacterial exotoxins. In addition, physiologic 
studies were made after implantation of chick sarcoma 
into the pancreas. 

Chemical studies quantitated the water-soluble 
vitamins in the pancreas and in the pancreatic juice 
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The significance of elevations in blood diastase and 
blood esterase in pancreatic disease was studied. Ele- 
vations may also initiate liver or kidney disease. Blood 
protease determinations are of no clinical significance, 
while blood catalase levels are variable and therefore 
of questionable value. 

Ifa test meal of milk is followed by the administration 
of magnesium sulfate and sodium bicarbonate solu- 
tion, patients with chronic pancreatic disease will 
exhibit elevation of fecal trypsin, amylase, and lipase. 

In the diagnosis of pancreatic disturbances, the 
author believes that the blood diastase elevation and 
alteration (up or down) of blood sugar are the most 
sensitive tests. 

Investigations were carried out on the relationships 
between pancreatic function and such determinations 
as cardiac disorders, hypotensive substances, sweat, 
changes in the blood (including antithrombin), gastric 
function, sugar metabolism, blood proteins, digestion 
and absorption of proteins, fat metabolism, and hepatic 
impairment. Although these studies represent an 
enormous amount of work, no definite conclusions 
were reached in any of the categories mentioned. 

The next phase was concerned with changes in the 
pancreas during impairment of various body functions 
such as cardiac disorders, abnormalities in blood 
pressure, pulmonary tuberculosis, fever, anemia, liver 
and gallbladder disease, gastric disease, abnormal 
function of the sympathetic nervous system, splenec- 
tomy, and tumors of the pancreas. 

Because of the effects of total pancreatectomy on 
hepatic function and sugar metabolism (unstable 
insulin sensitivity), the author concludes that the 
extent of maximal removal for the elimination of 
special care is eight-tenths. —Harold Laufman, M.D. 


The Treatment of Pancreatic Fistula (Le fistole pan- 
creatiche in riferimento al loro problema terapeutico). 
Manuio Mancuso and Ernesto NATALINI. Ann. ital. 
chir., 1955, 32: 573. 


THE LITERATURE On pancreatic fistula is reviewed and 
the authors conclude that one should resort to sur- 
gery when the drainage from a pancreatic fistula 
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exceeds 250 c.c. per day. Medical management which 
tends to diminish the amount of secretion usually 
ends in failure because the secretion cannot be com- 
pletely eliminated. 

Four cases of pancreatic fistula treated by internal 
drainage are reported. Valdoni operated on all 4 
patients and resorted to the re-establishment of in- 
ternal drainage by transduodenal sphincterotomy and 
opening of the pancreatic duct. The fistulous tract 
itself was not disturbed. Spontaneous closure of the 
fistula followed soon after in all of the cases. Chole- 
cystectomy was performed in all 4 cases, 3 of which 
presented stones. —Lucian 7. Fronduti, M.D. 


Survival for More Than 5 Years After Pancreatoduo- 
denectomy for Cancers of the Ampulla and Pan- 
creatic Head. CLareNce Dennis and Ricuarp L. 
Varco. Surgery, 1956, 39: 92. 


THE AUTHORS report the survival, for 5 years or more, 
of 3 patients with ampullary carcinoma, and 2 pa- 
tients with carcinoma of the pancreatic head. One 
patient has survived 13 years after local removal of a 
carcinoma of the ampulla of Vater. The second pa- 
tient, with carcinoma of the head of the pancreas 
treated by pancreatoduodenectomy, succumbed al- 
most 10 years later (at the age of 80) to an unrelated 
disease. Autopsy revealed no residual or recurrent 
tumor. The third patient had a carcinoma of the 
ampulla of Vater, which had been locally resected. A 
local recurrence developed and a radical pancreato- 
duodenectomy was performed. He succumbed approx- 
imately 6 years after operation. An autopsy was not 
obtained, but the clinical picture was that of carci- 
nomatosis. The fourth patient had a radical resection 
of a carcinoma of the ampulla of Vater, and is alive 
and well without evidence of disease 9 years later. 
The fifth patient is alive and well, 6 years after radical 
pancreatoduodenectomy for carcinoma of the head of 
the pancreas. 

Technical phases of the operation are discussed. 
The authors also review other long term survivals 
after pancreatoduodenectomy. 

— Ward D. O’Sullivan, M.D. 
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Clinical Physiognomy and Treatment of Some Par- 
ticular Types of Uterovaginal Congenital Mal- 
formation (Fisionomia clinica e trattamento di alcuni 
particolari tipi di malconformazioni congenite utero- 
vaginali), P. N. Smiguin1 and G. Pinot. Minerva gin., 
Tor., 1955, 7: 699. 


THREE BRIEF CASE HISTORIES form the subject of this 
discussion. 

The first patient was a 38 year old nullipara with 
primary amenorrhea who was in excellent physical 
health, fleshy, and without any previous history of 
symptoms suggesting the condition present. 

The vagina was present as a mere cul-de-sac, 2 
cm. in depth. Celioscopic examination disclosed a 
fetal type of urinary bladder extending up high on the 
anterior abdominal wall. Below the bladder was a 
tiny elevation from which two serosal folds spread 
laterally. The whole suggested the possibility of a 
tiny uterus and adnexae. No ovaries could be de- 
tected. Only one ptotic kidney was present on the 
right side; there was no left kidney. The sexual 
hormones were present although diminished in titer. 

The patient seemed sexually active and requested 
that an artificial vagina be constructed surgically. At 
operation an artificial vagina was produced between 
the rectum and bladder by blunt dissection; an 8 to 9 
cm. long bulblike perforated plastic obturator, covered 
by a skin flap from the patient’s own thigh, was in- 
serted into the vagina so constructed and fastened in 
place by a few stitches at the introitus. A permanent 
catheter was inserted. The obturator was packed with 
antiseptic gauze which was removed 4 days later. The 
gauze packing was then renewed at intervals. A 
month later the artificial vagina was approximately 
the same size as it had been constructed originally. 

The second patient was a 13 year old girl who, the 
year before, complained of a sudden pain in the lower 
abdomen which ceased after a day. The painful 
attack was renewed a month later. A transverse im- 
perforate diaphragm was uncovered in the vagina. 
This was incised, permitting egress of the copious 
hematometra. The menstrual periods were subse- 
quently delayed and painful and the discharges meager. 
Three months later the incision in the vaginal dia- 
phragm was dilated; however, the patient continued 
to suffer during the menstrual periods. The patient 
now entered the authors’ service where the diagnosis 
of congenital aplasia of the uterine cervix with a 
congenital transverse vaginal septum and pyometra 
was made. 

In this instance the colpohysterographic examina- 
tion, following dilatation of the incision in the vaginal 
septum, afforded the following findings: the distal 
portion of the vagina appeared normal, was about 4 
cm. in length, and terminated in a cupula, at the 
apex of which was an irregular perforation leading 
(after a 1 to 2 cm. trajecture) into the proximal por- 
tion. This upper portion of the vagina was spherical 


and the size of an orange, and it exhibited in its wall 
another cavity, the size of a walnut, which evidently 
represented the cavity of a small uterus. There was 
no evidence of a cervix uteri. The x-ray film also 
showed that the contrast material had spilled over 
into the peritoneal cavity. 

In the further course of the condition the stenosis 
reformed, the pains incident to the menstrual periods 
continued, even after complete excision of the trans- 
verse septum, and the pyocolpos tended to reform. 
Abundant bleeding had been present for more than 
2 weeks and hysterectomy was decided upon. 

Pathologicoanatomic examination of the removed 
uterus disclosed that the upper two-thirds of the uterus 
appeared to be fairly normal; the region of the 
isthmus and cervix, however, was transformed into a 
globular, rounded tumefaction the size of an apricot 
which contained blood. There was no evidence of a 
uterine cervix. 

The third patient, 13 years of age, had not yet 
menstruated; however, she had been suffering for 
about a year from periodic (every 30 or 40 days) at- 
tacks of pain radiating from the pubic to the 
lumbosacral regions and extremities, and from polla- 
kiuria. The patient when 12 years of age had 
undergone an appendectomy. There was present a 
muscular defense generally in the hypogastric region. 
At 2 to 3 cm. from the introitus the vagina ended 
in a blind cul-de-sac. On rectal examination the 
body of the uterus was found to be enlarged, 
anteflected, and mildly painful to palpation. Neither 
of the adnexae nor thecervix uteri could be palpated. 

At operation an attempt was made to find a line of 
cleavage between the vagina and rectum; however, 
the difficulties caused by the firm adhesions encoun- 
tered forced a resort to laparotomy. 

Through the laparotomy incision there was en- 
countered a discrete hemoperitoneum, and the tubes 
were found to be enlarged, bluish, and apparently 
filled with blood. Here again an attempt was made to 
penetrate between the rectum and the structures in 
front of it. In the course of this last maneuver the 
rectal wall was perforated. A total hysterectomy was 
then carried out with removal of the left tube. The 
rectal wall was repaired and the operative wound 
closed in the usual manner. 

Pathologicoanatomic examination of the removed 
uterus and tube disclosed a uterine corpus enlarged 
and filled with blood, a blood-filled left tube, a 
quasiaplasic uterine cervical region, and the upper 
two-thirds of the vagina. 

These 3 cases are reported to illustrate the fact that 
the result to be anticipated from treatment of these 
conditions is rarely a perfect one and that a great 
deal of work remains to be done in this field of en- 
deavor where so many problems still remain unsolved. 
The surgeon who did these operations was Dellepiane. 
This surgeon, in the sole instance where the creation 
of an artificial vagina seemed indicated, chose the 
simple method described. Nevertheless, he does not 


ae sind 


Ril 


I 
#isis 


biibitehioNPGV Ete 


























































270 International Abstracts of Surgery - September 1956 


believe that the methods such as those of Schubert or 
Baldwin-Mori are to be absolutely abrogated. He 
thinks that surgeons should continue to seek the indi- 
cations for which such procedures would be appro- 
priate. — John W. Brennan, M.D. 


Glandular Cystic Hyperplasia and Tuberculosis of 
the Endometrium Gledsieines-ovstioahe Hyperplasie 
und Tuberkulose der Gebaermutterschleimhaut). P. 
Sriper. Geburtsh. © Frauenh., 1955, 15: 1122. 


THE INFLUENCE OF FOLLICLE HORMONE on the develop- 
ment and course of genital tuberculosis has been fre- 
quently discussed. In high doses in guinea pigs, follicle 
hormone favors its development. In 57 cases of tuber- 


culous endometritis in human beings, cystic glandular ~ 


hyperplasia was encountered 8 times. All 8 cases oc- 
curred among 54 women under 50 years of age (15 per 
cent). It is difficult to determine which of the two con- 
ditions occurred primarily since it is possible that the 
so-called toxic effects of tuberculosis may lead to hyper- 
plasia. The question is not answered. 

— Warren R. Lang, M.D. 


The Behavior of R. N. A. in Intraepithelial Car- 
cinoma and in the Precancerous Lesions of the 
Cervix Uteri; A Histochemical and Histophoto- 
metric Study (Il comportamento dell’R. N. A. nel 
carcinoma intraepiteliale e negli stati precancerosi 
della portio; studio istochimico ed istofotometrico). 
G. B. Canpian1 and G. Remotti. Ann. ostet. gin., 
1955, 77: 535. 


FirTy BIOPSY SPECIMENS and cervical tissues from cer- 
vical amputation operations were studied. The micro- 
scopic cut sections from these tissues were stained 
respectively for ribonucleinic acid (Unna’s methyl 
pyronin-green mixture) and for the polysaccharides 
(nucleic acid stains of Hotchkiss-MacManus). Other 
tissue sections were examined under the histophoto- 
meter of Vialli and Perugini, a modification of the 
apparatus of Pollister and Mosers. 

The object of this investigation was to find out 
whether the usual presence of the ribonucleinec acid, 
unassociated with the polysaccharides, that is, glyco- 
gen or glycogen-like substances, in cell multiplication, 
and associated with the polysaccarides when an active 
process of protein synthesis is occurring, might not 
have differential diagnostic and early diagnostic 
implications. The histophotography was intended 
merely to furnish the quantitative values which 
cannot be assessed exactly from a photograph. 

Aside from the tissues procured from normal cer- 
vices, there were included in this examination speci- 
mens of menopausal mucosae, tissues from patients 
with hyperplasia of the malphigian epithelium, and 
tissues from individuals with so-called intraepithelial 
carcinoma. 

The normal cyclic changes in the metabolism of 
ribonucleinic acid in the mucosa of the uterine cervix 
will shortly be reported in detail by one of the present 
authors (Remotti), and these changes are found more 
or less in the processes at work in the pathologic tissues 
here discussed. Such changes must, of course, be 
given consideration in the evaluation of the findings, 
and discounted in considering the pathologic changes 
which form the basis for this report. 


With these premises in mind the authors then passed 
on to a consideration of the changes encountered in 
each type of lesion examined in this material. In the 
menopausal cervical mucosa ribonucleinic acid (R. N. 
A.) was found in large amounts in the deeper 
strata of the spinous cell layer (stratum germinativum), 
with total absence of this substance in the most super- 
ficial strata of this layer and in the stratum corneum. 
In these same strata where the N. R. A. was most a- 
bundant, there was also a marked positivity of the 
Hotchkiss reaction, although the total quantity of gly- 
cogen present was not large. From these findings the 
authors conclude that the R. N. A. does not indicate a 
tendency toward a malignant condition in the 
menopausal mucosa, but suggests a strong tenden- 
cy toward protein synthesis. In the tissues from the 
cases of malpighian hyperplasia there was a conspicu- 
ous presence of R. N. A. throughout the total thick- 
ness of the spinous cell layer. Glycogen was present 
in the superficial strata of this layer, which indicated 
protein synthesis, while glycogen was absent in the 
deeper strata, which indicated cellular multiplication 
activity. In the epithelial tissues from the lesions both 
the elaboration of glycogen and the concentration of 
R. N. A. were meager. These findings indicate, in the 
authors’ opinion, the ultimate phase of normal matu- 
ration of the cells with final changes in the direction of 
keratinization. In the tissues from the intraepithelial 
carcinomatous lesions the R. N. A. was conspicuous. 
There was evidence of R. N. A. with no indication of 
glycogen in the epithelial strata of the entire spinous 
layer of cells. This again suggests the presence of a 
universal tendency on the part of these cells toward cell- 
ular multiplication and, together with the peculiar 
graph obtained by histophotographic examination, 
can be seen in the very earliest stages of intraepithe- 
lial cancer. In the authors’ view, it is a confirmation of 
a malignant condition. —john W. Brennan, M.D. 


The Radical Vaginal Hysterectomy for Carcinoma of 
the Uterine Cervix (Die vaginale Radikaloperation 
des Kollumkarzinoms), E. Puturpp. Geburtsh. & 
Frauenh., 1956, 16: 1. 


Tuis is a report on the results of 571 vaginal radical 
hysterectomies (including 15 carcinomas in the cer- 
vical stump) for carcinoma of the uterine cervix during 
the years 1938 through 1954. Of the 571 patients, 210 
were in stage 1, 301 in stage 2, and 60 in stage 3. 
Seventy-seven per cent of the operations were done 
by the author himself, who is director of the Uni- 
versity of Kiel Women’s Clinic and an outstanding 
exponent of the German vaginal technique according 
to Schauta and Stoeckel. He has simplified the pro- 
cedure somewhat, but does not attempt to remove 
high lymph nodes by additional methods. In view of 
the wartime difficulties, e.g., absence of an operating 
room for many years, the over-all operative mortality 
of 3.3 per cent is remarkable. Of the 19 patients who 
died 9 had overpowering infections and 5 had fatal 
embolism. In the last 5 years of the reporting period 
the mortality went down to an obvious minimum of 1 
per cent, even though antibiotics and blood trans- 
fusions were never used prophylactically. During the 
course of the 571 operations the bowel was acciden- 
tally entered twice, and the urinary bladder nine 
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times, primary repair following in all cases. Only one 
ureter was cut and transplanted; in 2 cases late ne- 
crosis of the ureter developed and was treated suc- 
cessfully. Many patients had had previous abdominal 
or pelvic operations, but only once was it necessary to 
enter the abdomen from above when a retracted 
bleeding ovarian artery could not be reached from 
below. 

Of the 352 patients operated on through 1950, 
including all cases of stump carcinoma, 196 were alive 
and well after 5 years (55.7 per cent). The 5 year 
survivals according to stages amounted to 78.9 per 
cent, 45.8 per cent, and 13.8 per cent in stages 1, 2, 
and 3, respectively. There were only 6 instances of 
late recurrence after 5 years. Local metastases were 
rare (only 9 cases); the majority of recurrences were 
in the parametrium or the pelvic wall. Implantation 
metastases in the large episiotomies (bilateral Schu- 
chardt cut) were seen seven times, mostly in the far 
advanced cases, and they did not seem to be avoided 
by cervical cautery, applied before the vaginal cuff 
was sutured over the cervix. They did not, however, 
occur when preoperative radiation with 2,000 mil- 
ligram hours of radium was employed. This method 
is now routinely used 2 weeks prior to the radical 
hysterectomy, and the operation is always followed 
by fractional x-ray treatment, recently with the Sei- 
ffert body rotation technique. 

No attempt was made to compare the results with 
those of other operative procedures, radiation, and 
other surgeons. Pregnancies were associated with cer- 
vical cancer in 27 cases (4.8 per cent), and it appeared 
that the operation had a good prognosis during preg- 
nancy, but a dubious one during the puerperium. 
Histological criteria are not discussed except that the 
author states that the adenocarcinoma of the cervix 
was much more favorable prognostically: 16 of 20 
patients were permanently cured. 

In summarizing, the author stresses the value of the 
vaginal approach and suggests its more extensive use. 
For early cases, including some in stage 2, surgical 
management is decidedly superior to radiation. In 
advanced cases the operator may elect to combine the 
surgical methods here presented with radiation ther- 
apy with its well established results. 

— W. D. Bergman, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Prognosis of Primary Ovarian Cancer with Par- 
ticular Reference to Embryonic Tumors. J. 
Homan. 7. Obst. Gyn. Brit. Empire, 1955, 62: 892. 


THE AUTHOR reports the occurrence of 88 cases of 
primary ovarian cancer in the Area Department of 
Obstetrics and Gynecology at Oxford from January 
1940 to December 1951. These were reviewed 
Statistically. 

There were 3 “rare tumors” (mesonephroma and 
anoplastic teratoma) and the patients survived less 
than 6 months. 

There were 14 embryonic tumors; 12 of these were 
of the granulosa cell type and 2 were dysgerminomas. 
The 5 year survival in the absence of metastases was 
71.4 per cent, and in the presence of metastases, 50 
per cent. 
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There were 71 patients with adenocarcinoma of all 
types. The 5 year survival in the absence of metastases 
was 40 per cent and in the presence of metastases, 
3.8 per cent. 

Inferences drawn from the markedly different prog- 
nosis between embryonic tumors and adenocarcinoma 
are as follows: 

1. Embryonic tumors cause abnormal bleeding 
and the patient seeks relief early. Adenocarcinomas 
produce pain and abnormal enlargement at a late 
stage. 

2. Metastases from embryonic tumors are localized 
and may be removed surgically, or they will respond 
to radiation therapy. Metastases from adenocarci- 
nomas are distributed throughout the pelvis, peri- 
toneal cavity, omentum, lymph nodes, and liver. 
Neither surgical removal nor destruction by x-ray 
therapy is possible. —M. Leon Tancer, M.D. 


Elective Re-Exploration for the args em of Me- 
tastases; a e of Apparent Cure of Ovarian Car- 
cinoma with Metastases. Epwarp Witson. Med. 7. 
Australia, 1955, 42: 1024. 


THE PATIENT was first operated upon in 1950 at the 
age of 22, at which time a carcinoma and a serous 
cystadenoma were removed. X-ray irradiation was 
administered following the procedure. Subsequently, 
two operations were performed for symptoms of in- 
testinal obstruction, and metastatic lesions were 
noticed. An elective re-exploration was done in 1951, 
at which time two nodules, positive for malignancy, 
were found at the upper portion of the vagina. A 
Worth operation disclosed a metastatic lesion lying 
between the rectum and the pelvic wall. A fifth 
operation was performed as a consequence of the 
recurrence of intestinal obstruction; this was second- 
ary to an obstructed adherent loop of the ileum which 
was freed. In addition four nodules, positive for 
malignancy, were removed from behind the rectum. 
The sixth operation was performed and several no- 
dules were removed, but no malignancy was noted in 
these. At the seventh operation, no nodules, no 
metastases, and no intraperitoneal adhesions were 
noted. Since that time the patient has been well. 

These operations were performed during the period 
from 1950 to early in 1954. The author defends the 
elective re-exploration in the management of certain 
malignancies. He points out that the possibility of 
cure is more important to the patient than any of the 
other factors which might be considered. Such oper- 
ative re-explorations should not be carried out if there 
are distant metastases, extensive lymph node involve- 
ment, cancer which spreads via the venous route, or 
cancer which responds favorably to irradiation. 

— James F. Donnelly, M.D. 


EXTERNAL GENITALIA 


Carcinoma of Bartholin’s Gland (Carcinoma de la 
landula de bartholino). Oscar BLANCHARD and 
utio R. Baparacco. Rev. as. méd. argent., 1955, 79: 
352. 


A 52 YEAR OLD WOMAN had had a normal delivery when 
32 years of age. The last menstruation had occurred 
when she was 44 years of age. In that same year she had 









































me 


a! 


A 


hgee 


ii 


fish NGEY Eb 













































272 International Abstracts of Surgery - September 1956 


undergone a subtotal hysterectomy and appendec- 
tomy. Eight months before she was seen by the authors 
the patient noticed pruritis and smarting pains of the 
external genitalia. A hard nodule had developed in the 
left labium major and some months later there was an 
ulceration at this place which bled easily. About a 
month previously she noted an increase in the size of 
the nodule and an infiltration. 

At the time she entered the authors’ service, neither 
the clinical nor laboratory examination revealed any- 
thing abnormal with the exception of the mentioned 
findings. Biopsy disclosed the presence of a papillary 
adenocarcinoma of the mucosa. 

Treatment consisted essentially of an extensive vul- 
vectomy, resection of the lower third of the vagina with 
the electric bistoury, loosening of the posterior wall 
from the rectum with the incision curving around be- 
low the urethral meatus. An extensive dissection of the 
left ischiorectal fossa was also done. The tumor ap- 
peared to be located at the anatomical position of the 
left Bartholin gland. The excised block of tissue left at 
least 4 cm. of healthy tissue on all sides of the neo- 
plasm. 

Convalescence was normal. The patient was on her 
feet after 10 days and left the clinic after 25 days, hav- 
ing refused any further treatment. 

The patient was re-examined 2.5 years later and was 
found free of evidence of recurrence or metastasis. 

The character of this extremely rare tumor was 
evaluated according to the three formulas of Honnan 
and Schaeffer, viz., that the localization of the neo- 
plasm was typically a vulvar one, that it was situated 
in the depths of the labium major, and that intact 
glandular tissue of Bartholin’s gland existed in its en- 
virons. In addition to this the tumor exhibited exten- 
sive areas in which the components resembled those of 
the normal Bartholin tissues. 

Following the operation, roentgen therapy was ini- 
tiated at once; however, when the patient was healed 
she refused the inguinofemoral and iliac lymphadenec- 
tomies which were proposed for a second session of 
surgery. Despite the delay in adequate diagnosis and 
treatment (no one had done a biopsy previously) the 
patient is in excellent health 2.5 years later. 

This case report is given for the purpose of adding to 
the statistical material on the subject, rather than with 
the hope of adding anything new to the problems in- 
volved. — John W. Brennan, M.D. 


MISCELLANEOUS 


The Diagnosis of Cancer in the Female Genital Or- 
by Smears; a 3-Year Survey of Results. OLAr 
. MESSELT. Acta obst. gyn. scand., 1955, 34: 345. 


THE AUTHOR presents a three-year study of 1,786 cases 
of suspected malignant disease of the cervix and fundus 


uteri, the vagina, and the vulva, observed in the De- 
partment of Cytology of the Norwegian Radium 
Hospital. Smears were obtained from the posterior 
vaginal fornix, from cervical scrapings, and occa- 
sionally by endocervical aspiration. The Papanicolaou 
techniques were used for fixation and staining. Diag- 
noses were Classified from 1 to 4. 

There were 454 class 4 lesions, with 4 proved false 
positives; there were 100 class 3 lesions and, of these, 
58 proved to be cancer; there were 1,232 negative 
(classes 1 and 2) and 36 of these (2.9 per cent) proved 
to be false negatives. 

There were 540 proved malignancies, of which 464 
were cervical, with a percentage error of 13.5; 64 were 
fundal with a percentage error of 36; and 12 were 
vulval or vaginal with no percentage error. In 19 of 
the total of 540 cases of malignancy, the disease was 
completely unsuspected and diagnosed primarily by 
smears. Of this group, malignancy was verified histo- 
logically in 15. 

Exfoliative cytology is believed to be a valuable aid 
in the discovery of early cancer of the cervix. It is a 
valuable adjunct in the diagnosis of cancer of the 
female organs but it cannot replace the biopsy. 

—M. Leon Tancer, M.D. 


The Effect of Quinine on the Human Uterus. J. W. 
JENNY. J. obst. gyn., Ludhiana, 1955, 16: 264. 


As A UTERUS-SENSITIZING AGENT, quinine has been of 
essential importance in obstetric practice since about 
1870. Indications and dosage are of such common 
knowledge that no new publications dealing with it 
have appeared for some time. 

The various effects of quinine were studied by 
means of tonometric examinations carried out on the 
uterus during parturition and in the postplacental 
period, as well as on the uterus near term, but before 
the onset of labor pains. 

Rectal administration of quinine is preferable to 
the oral route as absorption is better, and unpleasant 
side effects such as nausea, vomiting, and excessive 
belching are avoided. 

The excitability of the relaxed uterus near term is 
considerably increased by even the smallest dose of 
quinine, so that it responds to weak stimuli by con- 
tracting. In addition to its direct myotonic effect, 
quinine also possesses sympatholytic properties. This 
is therapeutically important in that the drug reduces 
the resting tonus via the autonomic nervous regula- 
tion, thus diminishing the danger of uterine spasm 
which occurs particularly after administration of 
hypophysial preparations. The negative results of the 
adrenalin reversal effect are discussed. The vasodilatory 
activity of quinine is demonstrated on a uterus made 
ischemic by ergometrine tartrate. 


— John R. Wolff, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Rupture and Perforation of the Uterus in Association 
with Pregnancy, Labor, and the Puerperium. 
Kevin FEENEY and ARTHUR Barry. Brit. M. 7., 1956, 
1: 65. 


THE CLINICAL DETAILS of 45 cases of rupture and 
perforation of the uterus in association with preg- 
nancy are described. There were 7 maternal deaths, 
a mortality of 15.5 per cent. Of the 7 deaths, it is 
considered that a fatal termination might have been 
avoided in 6. In these 6 cases the following errors 
were made: misdiagnosis within the hospital of quiet 
rupture as subacute bacterial endocarditis; perform- 
ance of difficult version with tight uterus outside the 
hospital; “‘failed forceps” and the administration of a 
large dose of oxytocin outside the hospital; delayed 
diagnosis within the hospital in 2 cases; long trans- 
port after a motor accident. 

The fate of 46 fetuses in the 45 cases was as fol- 
lows: 20 survived; 22 died; there were 3 abortions 
and 1 miscarriage. 

Classical cesarean section is no longer performed in 
the two hospitals mentioned, but patients bearing 
classical scars occasionally return for repeat section 
or, more rarely, with a view to vaginal delivery. The 
classical scar should always be regarded with sus- 
picion. The lower-segment scar may also be imper- 
fect. All women bearing scars of previous uterine op- 
erations should receive special care in pregnancy and 
in labor, if the latter is permitted. Although scars 
must always cause some concern, the authors do not 
subscribe to the belief ‘‘once a cesarean, always a 
cesarean.”” When vaginal delivery after previous sec- 
tion is contemplated, certain strict precautions should 
be adopted. 

A combination of events conducive to rupture may 
develop quickly in neglected shoulder presentation. 

Internal version should not be attempted unless 
the conditions for its safe performance are present. A 
bad failure of forceps delivery may cause serious trau- 
ma. Abortions should be cleared out under direct 
vision. The soft subinvoluted puerperal uterus is eas- 
ily perforated. 

Hydrocephalus is a potentially dangerous compli- 
cation because minor and moderate degrees of the 
abnormality, sufficient to cause serious difficulty in 
labor, are easily missed. Diagnosis, both clinical and 
roentgenological, is not as easy as the textbooks indi- 
cate. 

Before delivery, posterior pituitary extract should 
be used with great care. 

High multiparity provides certain problems, one of 
which is the possibility of spontaneous rupture of the 
uterus. 

Brow presentation should always be considered 
when the fetal head fails to descend in the second 
stage of labor, especially in the multipara. 

Precipitate labor may cause serious trauma to 
mother and fetus. 
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Women who have had plastic cervical and vaginal 
operations should be delivered in the hospital. 

Spontaneous rupture of the vaginal and supravag- 
inal cervix with extension into the broad ligament 
may occur. 

The incidence of rupture and perforation of the 
uterus in association with pregnancy was 1 in 1,200 
of all deliveries in the service of the two hospitals. 

—Charles Baron, M.D. 


Acute Renal Insufficiency in Obstetrics; with Special 
Reference to Treatment with the Artificial Kidney 
EucENE J. SLowinski. Obst. Gyn., 1956, 7: 2. 


THE AUTHOR discusses the subject of acute renal insuf- 
ficiency as it relates to obstetrics, and reviews the vari- 
ous etiologic factors concerned with its onset and 
course. He makes particular note of the use of the arti- 
ficial kidney. The management of impending and 
existing insufficiency are discussed as well as preven- 
tion and treatment. 

The author believes that obstetrics provides one of 
the greatest sources of cases of acute renal insufficiency 
and that in most cases the condition develops as the 
result of some preventable accident. Therapy is dis- 
cussed. —Byford F.. Heskett, M.D. 


Contribution to the Subject of Malignant Osteo- 
clastoma in Pregnancy; A Clinical and Anatomo- 
pathological Study (Contributo alla conoscenza 
dell’osteoclastoma maligno in gravidanza; studio 
clinico ed anatomopatologico). FRaNco MARAZZINI. 
Ann. ostet. gin., 1955, 77: 559. 


A 26 YEAR OLD HOUSEWIFE had had 4 previous preg- 
nancies. Three of these had gone to term with sponta- 
neous delivery; one ended in abortion and was followed 
by instrumental evacuation of the uterine cavity. Dur- 
ing the fourth pregnancy the patient began to com- 
plain of moderate pains of spontaneous character in the 
chest and spine developing from compressive condi- 
tions or while walking. During the puerperium there 
were added pains in the left hip and thigh and swelling 
of the left knee joint. At the end of 6 months the pa- 
tient reappeared; she was pregnant and still com- 
plained of the chest pains. The pains had now extended 
into the neck region. She had lost weight and strength 
and had developed a hunched back. 

The roentgenologic examination disclosed a rather 
generalized form of decalcification of the skeleton and 
a cloudily shadowed (pagetiform) cranial image. 
There was deformity (fish-shaped) of the lumbar and 
lower dorsal vertebral bodies with preservation of the 
corresponding intersomatic spaces (intact interverte- 
bral discs). In the roentgenogram of the pelvis there 
was one striking finding, which consisted of an oval im- 
age of greater transparency in the region of the left an- 
terior superior spine of the ilium. This area of lessened 
shadow density gave the impression of a true osteolysis. 
The femoral neck presented the appearance of a so- 
called hypertrophic atrophy. These findings, of course, 
gave rise to a discussion with reference to the possi- 
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bility of the case being one of Paget’s, or of Reckling- 
hausen’s disease. 

The lesion described roentgenologically was sub- 
jected to biopsy. The biopsy findings disclosed the pres- 
ence of a malignant osteoclastoma, that is, the typical 
giant cells were present and in the stroma were compo- 
nents with all the characteristics of a fusiform-celled 
sarcoma. 

The patient’s general condition continued to deteri- 
orate and, since the fetus was now sufficiently near 
term to be viable, a cesarean section was decided upon. 
This was followed by a typical Porro operation. The 
child was male, alive, and vital, and weighed 3,150 gm. 

The patient felt much better after the delivery, and 
after an optimal puerperium refused further treat- 
ment; she died of pulmonary metastases after a few 
months at home. 

The justification for publishing these findings lies in 
the fact that very few malignant clastomas in pregnant 
women have so far been reported. In an appended ta- 
ble the author gives such cases as he could find; not all 
of these were pure osteoclastomas and not all were as 
well studied as the present instance. Unfortunately, 
not all of the detailed findings in the author’s case 
could be included in this abstract. 

— John W. Brennan, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Postpartum Hemorrhage; a 5-Year Study at Queen of 
Angels Hospital. LEroy R. WEEkEs and DaniEL M. 
O’Toote. Am. 7. Obst., 1956, 71: 45. 


PosTPARTUM HEMORRHAGE has become the most im- 
portant cause of maternal death. The clinical situations 
in which hemorrhage is likely to occur should be 
better known so that anticipatory and preventive 
treatment can be used before active treatment is 
necessitated. Most of the serious cases of postpartum 
bleeding are due to uterine atony, severe laceration 
of the birth passages, and retention of placental tissue. 
Much can be accomplished by eliminating traumatic 
deliveries and by more active management of the 
third stage. The establishment of obstetric recovery 
rooms is strongly recommended. Recent knowledge 
about defibrination of the blood in women with de- 
generative changes at the placental site must be in- 
corporated into the thinking of physicians dealing 
with obstetric cases. —Charles Baron, M.D. 


Postpartum Hemorrhage Due to a Depletion of Fi- 
brinogen from the Circulating . Blood Stream. 
MicHaEL Ke, Joun I. Biskinp, and ALBERT SILVER- 
BERG. Am. 7. Obst., 1956, 71: 51. 


HypoFIBRINOGENEMIA as a cause of postpartum hem- 
orrhage is a definite entity. It should be suspected in 
cases of premature separation of the placenta, dead 
fetus, and shock associated with hemorrhage. Diag- 
nosis should be made as quickly as possible, and treat- 
ment with human fibrinogen and whole blood insti- 
tuted promptly. In cases of excessive lytic substance 
in the blood, further investigation is needed. It is sug- 
gested that toluidine blue may be used to neutralize 
the fibrinolytic substance. 

The authors present 3 diagnosed cases of post- 
partum hemorrhage due to depletion. of fibrinogen 
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from the circulatory blood stream, with 2 maternal 
deaths. In the first case the condition was not sus- 
pected and the patient died 2 weeks after delivery, 
possibly from kidney damage due to an irreversible 
lower nephron syndrome. The second patient died of 
hemorrhage and afibrinogenemia due to an excessive 
amount of circulatory fibrinolytic substance. The 
third patient lived because of the quick diagnosis and 
rapid therapy with fibrinogen forty-five minutes 
after recognition of the condition. 
—Charles Baron, M.D. 


NEWBORN 


Asphyxia of the Newborn and Its Management (Ueber 
die Asphyxie der Neugeborenen und deren Behand- 
lung). Lurwin Beck. Geburtsh. @ Frauenh., 1955, 15: 
1102. 


THE CoNncEPT of newborn asphyxia is that of a syn- 
drome primarily the result of oxygen lack. Various 
blood chemical alterations follow a too prolonged 
diminution of oxygen exchange. Subsequent dis- 
turbances of the cardiovascular and neurovegetative 
systems then occur. 

As with adults, three grades of asphyxia (Flagg) are 
recognized: Grade 1, the stage of depression; Grade 2, 
the stage of spasticity, and Grade 3, the stage of flac- 
cidity. This is a more useful classification than ‘‘blue” 
and “‘white” asphyxia. 

The first principle in therapy is the administration 
of oxygen. Medicinal therapy is secondary. The most 
useful method of artificial respiration is by an inter- 
mittent pressure apparatus. The author prefers the use 
of a mask or intratracheal intubation with positive 
pressure manipulated by hand. 

— Warren R. Lang, M.D. 


Oxygen Saturation Determinations of the Newborn 
in Vaginal Delivery and Cesarean Section, THAp- 
pEus L. MontGcomMEery, Rosert T. BRANDFASS, and 
Howarp E. First. Am. J. Obst., 1956, 71: 1. 


In opsTETRIC and pediatric circles, it is generally ac- 
cepted that babies born by cesarean section do not 
do as well as those born by vaginal delivery. Appar- 
ently, the respiratory mechanism of the newbo: is 
not properly sensitized, and quite a number of neonatal 
deaths occur as a result of atelectasis and the devel- 
opment of asphyxial membranes. 

The problem was studied through evaluation of 
successive fetal oxygen saturation values following 
cesarean section compared with those following vag- 
inal delivery. 

The first specimen of blood was collected 15 to 20 
minutes after delivery, when pulsation of the cord had 
ceased, the pharynx had been aspirated, and the respir- 
atory rhythm of the fetus had been well established. 

Specimens were collected from the fetal heel under 
anaerobic conditions by cutaneous puncture at inter- 
vals of 15 or 20 minutes, one hour and three hours 
after delivery. 

The cesarean sections chosen for study were all 
elective procedures performed under continuous spi- 
nal anesthesia. The baby was kept at the table ap- 
proximately 5 minutes until most of the blood had 
been pumped over from the placenta, and the upper 
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air passages cleared of fluid and mucus. The baby 
was then handed to a pediatrician for further observa- 
tion and care, and placed in an incubator or under 
an oxygen hood for 12 to 24 hours. Oxygen volume 
was maintained at approximately 40 per cent. 

On the basis of these observations one can anticipate 
in obstetric spontaneous delivery a fetal oxygen satu- 
ration of 79 per cent at 15 to 20 minutes, of 85 per 
cent at one hour, and of 94 per cent at 3 hours. These 
figures are dependent upon spontaneous delivery 
without analgesia or anesthesia and are not influenced 
by the administration of 50 per cent nitrous oxide 
and oxygen during labor, or by the administration 
of oxygen to the newborn after delivery. 

In contrast, the percentages of saturation obtained 
in elective cesarean section performed under low- 
dosage continuous spinal anesthesia lag considerably 
behind. 

Whether this lag in oxygen saturation of moderate 
degree has a detrimental effect upon the central 
nervous system of the fetus is open to question, con- 
sidering the relatively low oxygen tension at which 
the baby existed in utero during the pregnancy. 

Unfortunately, there is no test at present sufficiently 
sensitive to detect minor degrees of damage in the 
brain of the newborn. 

The authors believe that this method of study may 
be applied to the analysis of various forms of anes- 
thesia, to the technical procedure of operation, and 
to handling of the newborn in cesarean section to 
lessen the fetal mortality associated with this operation. 

—RHarry Fields, M.D. 


Hyaline Membranes in the Lungs of Premature In- 
fants. Wayne S. Rocers and PETER GRUENWALD. 
Am, F. Obst., 1956, 71: 9. 


HYALINE MEMBRANES are frequently found in the air 
spaces of the lungs of many premature infants and 
some term infants who die in the first few days. This 
pathologic entity is not new; it has been described by 
various observers as vernix membrane, asphyxial 
membrane, eosinophilic membrane, congenital aspira- 
tion pneumonia, etc. 

How these membranes are formed is still unknown, 
but it appears that edema fluid rather than aspirated 
vernix is the more likely cause. Hyaline membranes are 
produced only after breathing for at least one hour. 
Hyaline membranes in premature infants are char- 
acteristically associated with a peculiar type of atelec- 
tasis. This atelectasis also occurs without hyaline 
membranes in some cases. It is suggested that the 
significant lesion is this characteristic atelectasis of 
prematures, and that this may or may not be associ- 
ated with the presence of hyaline membranes. 

Fifty-six infants studied at autopsy showed pulmo- 
nary hyaline membranes. Factors associated with these 
cases indicated that prematurity and maternal ante- 
partum bleeding were clinically significant. 

Atelectasis with hyaline membranes of premature 
infants must be differentiated from vernix membranes 
of infants born at term. In prematures a peculiar 
type of atelectasis of the alveoli occurs in association 
with dilatation of the terminal air passages. The latter 
may or may not be lined by hyaline membranes. This 
type of atelectasis appears to be favored by some 
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unknown factor associated with prematurity. It is 
probable that this entity is more significant than the 
hyaline membranes which are inconstantly associated 
with it. 

Hypoxia, shock, vascular injury, and pulmonary 
edema are probably important factors contributing 
to the death of these infants. —Harry Fields, M.D. 


MISCELLANEOUS 


Factors Responsible for the Lowering of Maternal 
Mortality in the Last 50 Years. B. P. Watson. 7. 
Obst. Gyn. Brit. Empire, 1955, 62: 838. 


MATERNAL MORTALITY RATES for England and Wales, 
Australia, New Zealand, and the United States show 
a striking uniformity in the rapidity of their decrease 
since 1930, and the rate finally reached. In the early 
1900’s, in obstetric teaching throughout the world, 
clinical training was inadequate and maternal mor- 
tality rates were high. Medical advances and more 
and better trained medical personnel and maternal 
welfare committees to study maternal deaths have 
been factors in the decline in maternal mortality 
rates. The causes of death at the Sloane Hospital for 
Women, New York, during the period between 1922 
and 1954 are presented and discussed in some detail. 
—Alan Rubin, M.D. 


Annual Reports of the Rotunda, Coombe Lying-In, 
and National Maternity Hospitals. Jrish 7. M. Sc., 
1955, 6th Ser. 


THE REPORTs of these three hospitals are detailed and 
complete, and concerned with just about every aspect 
of obstetrics ever included in a yearly analysis of a 
maternity hospital. 

The Rotunda, Coombe Lying-In, and National 
Maternity Hospitals, all of Ireland, collectively care 
for about 15,000 obstetrical patients per year. Hence, 
their reports cover a large volume of the complications 
usually encountered in obstetrics, as well as details 
pertaining to those which are encountered infrequently 
in institutions of lesser size. 

The discussions by Ireland’s most outstanding ob- 
stetricians and gynecologists are a valuable part of 
the publication. —Alan Rubin, M.D. 


Unusual Spontaneous Face Delivery: the Live Fetus 
in Good Condition with the Head Rotated 180 
Degrees on the Vertebral Axis (Singolare parto 
spontaneo per la faccia: nascita di feto vivo e vitale 
con testa ruotata di 180° sull’asse vertebrale). IraLo 
VANDELLI. Ann. ostet. gin., 1955, 77: 523. 


SPONTANEOUS DELIVERY in face presentation occurs 
when the head rotates so that the chin rests behind the 
symphysis pubis followed by gradual flexion of the head 
to the point of actual delivery. The author discusses a 
case in which the examining finger touched the nose of 
the fetus, as in cases of the extended head. Roentgen- 
ography confirmed a brow presentation that on further 
extension became a face. Spontaneous rupture of the 
membranes was followed by stronger pains, and a sec- 
ond film showed rotation of the trunk with the head 
fixed so that the chin pointed to the shoulder. Under 
strong pains delivery occurred with the fetus assuming 
a most unusual attitude, with the head rotated around 
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the long axis of the fetus and the chin ultimately rest- 
ing on the back or dorsum of the infant. The baby did 
not appear to be injured in any way and cried sponta- 
neously while presenting the usual classical signs of face 
presentation in the form of swollen eyelids, moderate 
cyanosis, and petechial spots all along the nasolabial 
folds. The head has rotated 180 degrees, the rotation 
bringing the chin over the interscapular space poste- 
riorly. The head was untwisted gently so as to rest the 
chin on the sternum. The weight of the infant was 
3,270 grams (about 7 pounds). 

A clear explanation of this rare mechanism is not 
possible. Hypertonicity of the muscles of the back of the 
fetus may have been a causative factor and may well 
have been the result of temporary lack of oxygen in the 
maternal blood. Another theory is that the reason was 
the increased elasticity and pliability of the joints and 
ligaments in utero. These structures undergo fibrosis 
and calcification in the adult period of life. 

Another explanation is the partial subluxation of the 
cervical vertebrae that may take place. This would 
make it impossible for the head to follow the rotation 
of the trunk in the usual manner, with the chin resting 
on the sternum. 

Examination on the tenth postpartum day revealed 
a normal infant, and this was again confirmed after 7 
months. —Vincent Ippolito, M.D. 


Vascular Anomalies of Mouse Fetuses Exposed to 
Anoxia During Pregnancy. C. G. Trprscnt and 
TueEopore H. IncAtts, Am. 7. Obst., 1956, 71: 16. 


THE AUTHORs present their findings in a microscopic 
study of the nature of vascular defects induced in 
rodents by prenatal anoxia. The observations made 
are of a qualitative rather than a quantitative nature, 
for the growth of the vascular system is a relatively 
dynamic and continuous process throughout gesta- 
tion—unlike final differentiation of such tissues as 
the palate, for example, which closes but once; or the 
ribs, which appear but once. 

The pregnant females producing these fetuses had 
been submitted to reduced atmospheric pressure sim- 
ulating altitudes of 25,000 or 28,000 feet. Living 
fetuses were first examined for gross malformations 
such as kinky tail, cleft palate, cranioschisis, and 


open eye. Subsequently the head was severed, decal- 
cified, and embedded in paraffin, and the trunk was 
cleared and examined for osseous malformations; thus 
only the head was subjected to microscopic study. 

Vascular patterns were judged abnormal in the 
fetuses being studied after test animals were com- 
pared with control animals in respect to distribution, 
quantity, or quality of vascular elements. 

When the oxygen tension in the blood falls below 
a critical level, vessels dilate; and if the hypoxia is 
severe necrosis and rupture of the renal wall ensue. 
Tissue cells necessarily share in the consequences and 
various degrees of transudation, hemorrhage, and 
tissue damage follow. The ultimate effects on vascu- 
lar structures are hamartomatous in nature. 

Deviations from normal patterns of blood vessel 
formation were observed to occur without relation 
to the stage of development reached by the embryo 
at the time of intrauterine stress. 

Microscopic study of these mouse fetuses indicated 
that intrauterine anoxia of five hours’ duration can 
cause disorderly development of fetal blood vessels. 
Such congenital vascular defects were seen in the 
skin, in the subcutaneous tissue, in the eye, and in 
the central nervous system, as a gradient correspond- 
ing with hamartomatous processes seen in human 
beings—such as vascular nevi, telangiectasia, capillary 
or plexiform angiomas, lymphangiectasia, and cavern- 
ous lymphangioma. 

These hamartomatous defects occurred in associ- 
ation with gross congenital anomalies that have been 
reported previously viz., cranioschis, hemivertebra 
and rib defects, kinky tail, cleft palate, and variations 
of open eye and micropthalmia. ‘They did not appear 
to be “‘stage specific” as did the gross anomalies of 
highly differentiated tissues. It is inferred that they 
are permanent vascular “‘scars”’ of the systemic insult 
previously delivered; and that the acute changes of 
the vasoformative mesenchyme contribute to and 
underlie the gross anomalies and have a common 
pathogenesis with them. These observations add 
further evidence to the conception that vascular dis- 
orders and circulatory disturbances during develop- 
ment can cause anatomically unrelated defects. 

—RHarry Fields, M.D. 
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Blunt Injuries of the Kidney, Suggestions for Treat- 
ment and Results Thereof. (Behandlungsvorschlaege 
und Ergebnisse bei stumpfen Nierenverletzungen). 
G. Maintz. Langenbeck’s Arch. u. Deut. &schr. Chir., 
1955, 282: 948. 


In BLUNT INJURIES of the kidney the question often 
arises whether to treat the renal wound conservatively 
or operatively. If operative repair is chosen the sur- 
geon must decide if the damaged kidney can be re- 
paired or whether it should be removed. According to 
Boehler, conservative management of renal injuries in 
100 cases never led to exsanguination, whereas an 
immediate nephrectomy resulted in a 30 to 50 per 
cent mortality. Hansen, on the other hand, insists that 
the proper yardstick is not a mortality statistic but the 
eventual outcome. 

In the past 8 years, 314 blunt renal injuries were 
seen. A majority, i.e., 261, were mild injuries with 
transient microscopic hematuria and without any 
evidence of capsular or parenchymatous trauma. Of 
the 261 cases, 70 were followed up. Of the 70 patients 
only 20 had some form of renal lesion. In 9 the renal 
lesion appeared to be entirely unrelated to the pre- 
vious injury. Eleven, however, had mild pyuria which 
was believed to have resulted from the renal trauma. 
The pyuria was not associated with disturbance of 
renal function, with edema, or with elevation of the 
blood pressure. Fifty-three patients sustained severe 
renal injuries in which the capsule, the renal pelvis, 
or the calyces were torn and in which perirenal bleed- 
ing or urinary leakage could be demonstrated in the 
pyelogram. Of this group 30 were followed up and 
were found to be free from disease. The remaining 
patients were found to have pyelonephritis and in 2 
of them the pyelonephritis was associated with renal 
stones. 

The incidence of renal complications such as 
pyelonephritis and stone increased commensurate with 
the degree of renal damage, so that patients who had 
severe tears of the renal pelvis, the parenchyma, or 
the calyceal system did not fare too well after con- 
servative operations. 

The conclusion is reached that mild renal injuries 
can safely be treated conservatively and that nephrec- 
tomy is the operation of choice when extensive renal 
damage is present and when the condition of the 
remaining kidney permits it. 

—S. Richard Muellner, M.D. 


Salient Points with Reference to the Technique of 
Needle Biopsy of the Kidney (Rilievi sulla tecnica 
dell’agobiopsia renale). P. LEonaRp1 and A. Ruot. 
Minerva nefrol., Tor., 1955, 2: 106. 


THE RESULTS of aspiration biopsy of the kidney are re- 
ported. 

The material consisted of 50 patients on whom 
needle biopsy was attempted. In 30 instances the pro- 
cedure was successful in procuring specimens which 


were utilizable for biopsy purposes, 24 from the right 
kidney and 6 from the left. In the 20 unsuccessful at- 
tempts, the organ was ptotic in 9. In one of these 9 
patients the renal pelvis was entered for withdrawal 
of the limpid urine and in another liver tissue was 
procured. In neither of these instances was there evi- 
dence of the least harm to the patient. Quite constantly 
blood would appear microscopically in the urine fol- 
lowing the attempt at biopsy and in 2 cases there was 
macroscopic bleeding; however, this blood would dis- 
appear at most after 48 hours. In one of the cases of 
macroscopic bleeding the episode developed several 
days following the biopsy attempt and the bleeding 
was accompanied by mild renal colicky pains from 
small coagula. 

In the 3 patients which later came to autopsy there 
was not the least trace of the biopsy puncture. When 
the bleeding through the needle was at all prolonged 
the authors injected a coagulating substance (sango- 
stop, antemovis) through the inlying needle with im- 
mediate hemostatic effects. Perhaps it is due to this ex- 
pedient that they have not experienced any conspic- 
uous bleeding into the perirenal tissues. Antibiotics 
have also been used and in only 1 patient was there a 
transient fever which did not last more than 1 day. In 
no instance was there an extension of the infection to 
the perirenal tissues in patients with chronic pyelone- 
phritis. 

In the experience of the authors biopsy of the kidney 
was much more easily carried out and was much less 
dangerous than biopsy of the liver, upon which the op- 
eration must be performed rapidly and in the apneic 
state of the patient in order to avoid tearing of the 
tissues of the parenchyma. 

The point of puncture has been largely determined 
by exploratory anteroposterior roentgenograms, by de- 
scending pyelography, or by tomograms; however, in 
the normal subject the point of puncture was located 
approximately at the lateral margin of the sacrospi- 
nalis muscle, 0.5 cm. below the lower border of the 
twelfth rib, at the level of the spinal apophysis of the 
first lumbar vertebra. 

The needle used is that of Turkel which was origi- 
nally intended for liver biopsy. The patient is placed 
prone on the table. The fine needle which is used for 
introducing the local anesthetic agent (2 per cent no- 
vocain) probes preliminarily for the kidney and then 
the biopsy needle is introduced along its trajectory. 
This instrument should enter the lower pole of the or- 
gan and is not introduced deeper than 5 to 7 cm. so as 
to avoid the renal pelvis. 

The authors do not discuss the findings of the mate- 
rial procured by this diagnostic method, other than to 
state that they showed the frequent discrepancy be- 
tween the clinical diagnosis and the histopathology 
determined by renal biopsy. They do not imply that 
every nephropathic patient should be subjected to 
renal needle biopsy. Successful results depend upon the 
good judgment and experience of the examiner. 

— John W. Brennan, M.D. 
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Observations on Experimental Revascularization of 
the Kidney; a Preliminary Report. Peter W. 
Stone, Witiiam H. Wape, J. WILLIAM HINTON, JERE 
W. Lorp, Jr., and CHARLEs G. NEUMANN. Arch. Surg., 
1956, 72: 92. 


A TUBED PEDICLE FLAP of skin and subcutaneous tissue 
is capable of bringing a new blood supply to an is- 
chemic area on the body surface because of the devel- 
opment of anastomotic channels between the vessels 
of the flap and those of the ischemic tissues to which 
the flap is attached. The authors performed a series 
of experiments to determine the ability of such a flap 
to bring blood to a visceral circulation. Primary inter- 
est focused on the heart because of the clinical useful- 
ness of the procedure if such revascularization could 
be demonstrated. Because of the difficulty in proving 
that blood from the flap entered the coronary circula- 
tion, it was thought that a more suitable test organ 
might be used to determine the revascularization po- 
tential of the flap. The kidney seems ideally suited for 
this purpose because its source of blood supply can be 
easily interrupted without causing death, renal func- 
tion tests are available, and the kidney may be visual- 
ized radiologically after intravenous administration 
of a contrast medium. 

The most effective stimulus for the development of 
collateral blood supply is ischemia of the organ, but 
this ischemia must be gradual and progressive. The 
authors have perfected a mechanical self-closing 
spring clip which will usually produce delayed pro- 
gressive occlusion of a vessel. At present its rate of 
closure is unpredictable. 

A group of experimental animals was prepared 
and self-closing clips were applied to the renal ar- 
teries. In some of the animals the ischemia was grad- 
ual enough to allow sufficient time for the optimal de- 
velopment of collateral vessels between the flap and 
the renal cortex. Techniques are described in detail. 

The functional integrity of these kidneys depends 
upon a balance between the rate of occlusion of the 
renal artery and the growth of collaterals. The latter 
is a slow process, and the more gradual the occlusion 
the greater the chance of revascularization by the 
flap. In this study the majority of the clips closed with- 
in 30 days (an insufficient time interval for the maxi- 
mum development of collaterals). 

The results indicate that under optimal conditions, 
blood from the pedicle skin flap will enter the renal 
circulation. The volume of the blood flow is sufficient 
to maintain life. —Robert Paradny, M D. 


The Radiologic Investigation of Renal Tuberculosis. 
J. Frimann-Dau_. Acta chir. scand., 1955, 110: 16. 


THE RADIOLOGIC INVESTIGATION Of renal tuberculosis is 
of utmost importance before deciding upon partial 
nephrectomy or nephrectomy as the surgical pro- 
cedure. The small destructive foci are the main points 
of interest in the diagnostic and therapeutic evaluation 
of the tuberculous kidney. 

Intravenous urography, retrograde pyelography, 
and arterial urography (aortography) are all used and, 
in many cases, repeated in order to make a definitive 
diagnosis. 

Arterial urography was carried out in 95 cases with- 
out complications and with great diagnostic value. 


One hundred and forty resected tuberculous kid- 
neys were investigated with special regard for the 
value and reliability of radiologic diagnosis. The 
correlation was “‘satisfactory.” 

— John R. Herman, M.D. 


The Treatment of Renal Tuberculosis. F. FRanzas. 
Acta chir. scand., 1955, 110: 31. 


RENAL TUBERCULOSIS is the local manifestation of a 
general, more or less inactive, tuberculosis arising as 
the result of hematogenous dissemination. The disease 
is always bilateral in its parenchymatous or preclinical 
stage. 

In a follow-up examination of 102 patients who had 
been treated conservatively during the period from 
1928 to 1948, spontaneous recoveries were found to 
have occurred in 27.6 per cent of females and in 21.7 
per cent of males. On the basis of this natural ability 
to recover, and the availability of the newer chemo- 
therapeutic agents, a series of 130 patients was treated 
conservatively. Conservative treatment plus nephrec- 
tomy brought about a “‘cure”’ in 95.2 per cent of these 
patients. 

It is suggested that nephrectomy be limited to use in 
patients with severe destruction of all the divisions of 
the kidney, to those without function on one side, and 
to instances in which renal tuberculosis is accompanied 
by severe secondary infection where healing cannot be 
achieved by other means or where resection of the 
kidney is not feasible. 

The author believes that prolonged conservative 
treatment may normalize parts of the kidney which, 
radiologically, may appear to lack the ability to func- 
tion. He suggests a long course of treatment and sana- 
torium care, if this is possible. 

— John R. Herman, M.D. 


A Case of Solitary Cysts of the Kidney Containing 
Tumor. Naotomo Oxa and Taxesut Goto. Nagoya, 
M. 7., 1954, 2: 237. 


THE AUTHORs describe the case of a 74-year-old male 
patient with painless gross hematuria. Urologic inves- 
tigation led to the diagnosis of solitary cyst of the left 
kidney. The excised kidney contained three massive 
hemispheric retention cysts as well as several small 
cysts. All the cysts were thin-walled, with a smooth 
glistening internal lining, and contained serous fluid. 
However, in one of the cysts there was a firm nodular 
tumor, about the size of the tip of the thumb, con- 
sisting of brownish global nodules, the whole being 
grapefruit-like in appearance. The fluid in this cyst 
was sanguineous and bleeding from the tumor was 
recognized. Grossly, there was no communication of 
these cysts with the renal pelvis or calyx. Histologi- 
cally, the tumor consisted of a papilloma mixed with 
hemangioma. On the basis of the histologic appearance 
of irregular arrangement and variable size of the cells 
lining the papilloma, the authors considered the 
tumor to be potentially malignant. 
—David Rosenbloom, M.D. 


The Intrarenal Lipoma (II lipoma intrarenale). ALEs- 
SANDRO SETTIMI. Fracastoro, 1955, 48: 414. 


THE PATIENT, a 63 year old housewife of Verona, Italy, 
had been suffering for the past 2 years from painful 
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tension in the right lumbar region, anorexia, nausea, 
hunger pains, and constipation. 

The physical findings of a globular, painless mass 
in the right flank, some albuminuria, retarded dye 
elimination and typical pyelographic findings (ampu- 
tation of calyces of the lower ans of a renal neoplasm 
on the right side led to surgical intervention (nephrec- 
tomy). Recovery was uneventful and after 2 years the 
patient was perfectly well with no evidence of me- 
tastasis or recurrence. 

The anatomicopathologic examination disclosed 
the removed specimen to be a more or less normal, 
bean-shaped configuration of the enlarged organ with 
the parenchyma of its lower half almost completely 
replaced by adipose, neoplastic tissue; however, the 
capsule was intact and not adherent, and the changes 
seen on pyelography were confirmed. 

The microscopic examination, conducted on the 
usual stained sections, disclosed a stroma consisting of 
strands of connective tissue, more or less dense and 
interwoven into a network with large looped inter- 
lacings enclosing adipose cells of varying sizes; that is, 
very small cells were found side by side with the more 
prevalent enormous fat cells. The original article does 
not show the histology of these small cells, but the 
author maintains that there were no signs of an orien- 
tation in the direction of malignant degeneration. 
Intermixed in the more typical fatty tumor tissues 
were the usual fibroblasts and smooth muscle fibers. 
Interspersed in the stroma was a closely knit network 
of blood vessels which only rarely assumed a frankly 
telangiectatic character. The abutting renal paren- 
chyma showed evidence of compression atrophy, but 
no evidence of inflammatory changes. 

On the basis of the author’s studies conducted on the 
case reported, and an examination of the literature, he 
concludes that intrarenal lipoma is an extremely rare 
affection, especially in its pure lipomatous form. It 
occurs almost exclusively in the female sex. Its age 
incidence is predominantly from the fifth through the 
sixth decade of life. Its preoperative diagnosis is diffi- 
cult because of the absence of pathognomonic symp- 
tomatology or specific laboratory or roentgenologic 
findings. Surgery has brought complete cure in 100 
per cent of the instances. 

With reference to the histogenesis, the author thinks 
that either the theory of fetal inclusions of intrarenal 
lipoma in the guise of embryonic adipose tissue, or 
that of inclusions of adult adipose tissue fragments 
from the fatty capsule of the kidney or from its pelvis 
is admissible. —John W. Brennan, M.D. 


The Prognosis in 46 Tumors of the Renal Pelvis 
Treated Surgically (Quarante-six tumeurs du bassi- 
net essai de pronostic post-opératoire). J. Crsert, L. 
ety and G. Mittet., 7. urol. méd., Par., 1955, 

1: 465. 


ForTy-8IX PATIENTS with tumor masses in the renal 
pelvis seen in the course of a 28 year period were 
studied to evaluate the long term results of surgical 
treatment. 

Three of these patients, one with a granuloma of the 
renal pelvis, one considered inoperable because of the 
tisk involved, and one that refused surgery, are 
excluded from this series. With the exception of a child 
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3.5 years old, all the patients were adults (21 in the 
sixth decade and 14 in the seventh decade). Of 45 
atients with neoplasms, 36 were males and 9 were 
emales. 

In 43 surgical cases 3 histologic tumor types were 
encountered: (1) 15 benign epitheliomas (papillomas), 
(2) 27 malignant epitheliomas (20 transitional cell car- 
cinomas, 5 squamous cell epitheliomas, 1 ‘‘Wolffian 
epithelioma,”’ and 1 “tubulo-papillary epithelioma”), 
and (3) 1 connective tissue tumor (lymphoblastic 
sarcoma). 

The surgical procedures performed fall into three 
categories: (1) 27 total nephroureterectomies with 
resection of a cuff of bladder (4 performed in two 
stages); (2) 13 nephrectomies and partial ureterec- 
tomies (the portion of ureter removed was limited to 
the ureteral segment resectable through a lumbar 
incision); and (3) 3 secondary ureterectomies (these 
procedures followed previously performed nephrec- 
tomies). 

There were 8 operative and hospital deaths among 
43 surgically treated patients, the results in the 35 pa- 
tients that survived surgical intervention follow: 

Thirteen of the 35 patients died, 8 with metastasis 
and/or recurrence, 6 died of unrelated disease (3 in 
more than 1 year, 1 in more than 8 years, and 1 in 
more than 9 years after operation). 

Twenty-two of the patients were alive at the time of 
this report: 4 of them had recently been operated upon, 
2 which were followed up more than 2 years had vesical 
recurrences, 1 followed up 3 years had probable 
vertebral metastasis; 15 are considered to have surgical 
cures, 8 of them having been followed up between 5 
and 7 years. In other words, 10 of the 35 patients 
(28.5 per cent) that survived the operation remained 
alive more than 5 years. 

After operative survival in cases of tumor of the 
renal pelvis, the surgeon’s main concern is the long 
term prognosis of the patient who is analyzed in regard 
to (1) gross characteristics of the tumor, (2) histologic 
characteristics of the tumor, and (3) the presence or 
absence of ureteral and vesical implants at the time of 
surgery. 

The prognosis for squamous cell epithelioma is 
poor, with a uniformly fatal outcome in a relatively 
short period of time. 

The prognosis for epithelial tumors (papillomas) is 
more accurately established on the basis of gross exam- 
ination of the lesions since the microscopic picture may 
be deceiving in regard to prognostic significance. 
Some of the tumors in this category with benign histo- 
logic pictures had a malignant gross appearance that 
was confirmed by the follow-up studies. 

The treatment of choice of tumors of the renal pelvis 
is nephroureterectomy with partial cystectomy. In 
exceptional cases a less extensive procedure may be 
indicated in poor surgical risks as it will probably 
produce satisfactory palliative results. 

— Néstor S. Martinez, M.D. 


Osteogenic Sarcoma Involving the Left Kidney. 
Henry C. Hupson. 7. Urol., Balt., 1956, 75: 21. 


OsTEOGENIC SARCOMA of the kidney, either metastatic 
or primary, is exceedingly rare. The author adds a 
sixth case to 5 previously recorded cases. 
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A white female, 52 years of age, was admitted to the 
hospital with the history of a left upper abdominal 
mass of 18 months’ duration. The mass had become 
progressively larger and was accompanied by soreness 
and “‘stabbing pains.” The patient had had a weight 
loss of 15 to 20 pounds. Ten days prior to admission 
an episode of hematuria, lasting 2 days, had occurred. 

Examination revealed a firm mass the size of a large 
grapefruit in the left upper quadrant, seemingly at- 
tached to the posterior abdominal wall. X-ray studies 
showed a large calcified mass which appeared to be 
anterior to, and below the kidney, compressing the 
upper ureter. The pelvis and calyces were moderately 
dilated. 

Operation was carried out through a transperitoneal 
approach, and the left kidney and a portion of the 
transverse and descending colon were removed. The 
mass involved the lower pole of the kidney and the 
outer surface was very irregular. There were projecting 
nodules, some of which were firm, with obvious calci- 
fication; others were cystic. Upon section, the main 
tumor mass was found to be composed mostly of bone 
with intervening fibrous components. Microscopic 
study showed some areas of elongated spindle-shaped 
cells with extreme variation in nuclear size and shape; 
in other areas the tumor was composed chiefly of bone. 

The most plausible theory is that of metaplasia. It 
is thought that all bone arises from fibroblasts by such 
a process. Metastasis from a sarcoma produces bone if 
its vascularity taps a collection of calcium previously 
accumulated. Calcification and ossification in soft 
tissues may follow old hematomas, arteries, heart 
valves, and old tuberculous foci. It is natural to assume 
that all types of bone tumors might occur in soft parts. 

—Allan K. Swersie, M.D. 


Successful Homotransplantation of the Human Kid- 
ney Between Identical Twins. Joun P. MERRILL, 
JosepH E. Murray, J. Hartwett Harrison, and 
Warren R. Guitp. 7. Am. M. Ass., 1956, 160: 277. 


THE TRANSPLANTATION of functioning tissue from one 
individual to another has, with few exceptions, not 
been successfully accomplished. Transplantation of 
bone and blood vessels depends not on their survival 
as living tissues but on their ability to act as bridges 
over which recipient tissue may grow. The rejection 
of homografted tissue is due to an antigen-antibody 
reaction; however, an acquired tolerance to donor 
tissue resulting from injection of donor cells into the 
embryonic recipient may be produced. 

In dizygotic cattle twins, in which a kidney trans- 
plant survived successfully for at least 9 months, such 
acquired mutual tolerance to each other’s tissues was 


presumably due to mingling of fraternal protein in’ 


the common placental circulation. 

Added to the knowledge that skin homografts be- 
tween identical twins do survive because of immuno- 
logic and genetic similarity, several experimental ob- 
servations existed that made the success of a renal 
homograft seem likely if performed between identical 
twins. When skin and kidney homografts are carried 
out in antigenically dissimilar humans, the early func- 
tion and the histologic picture of rejection are alike. 
Both possess a common antigen that can sensitize a 
recipient to a subsequent homograft of either tissue 


from the same donor. On all counts skin and kidney 
homografts may be expected to behave similarly, 
both either surviving or being rejected. 

Before undertaking transplantation of a kidney 
from the patient’s healthy identical twin, a detailed 
study was undertaken to establish the fact that the 
twins were monozygotic. Observations included 
knowledge via hospital records of a common placenta, 
detailed blood tests, and common possession of rare 
physical characteristics. Finally a clinical corrobora- 
tion of antigenic similarity and tissue transplant sur- 
vival was indicated by survival of a transplanted skin 
graft between the two twins. 

Pertinent details of the case are as follows: The pa- 
tient, a 24-year-old white male, first became ill with 
puffiness about the eyes and hypertension. Study re- 
vealed marked deterioration of kidney function with 
phenolsulfonphthalein excretion of less than 1 per 
cent in 2 hours. He improved following transfusions, 
and 5 months later presented the same findings and 
clinical uremia with convulsions and psychotic chang- 
es. He was then admitted to Peter Bent Brigham Hos- 
pital for consideration of homotransplantation of a 
kidney from an identical twin brother. 

The clinical condition improved by artificial kid- 
ney dialysis on the fourth hospital day. On the fif- 
teenth day, full thickness skin grafts 2.5 by 2.5 centi- 
meters were exchanged between the twins. Biopsy 
done 31 days later showed survival as normal skin. 
Several days later a normal left kidney was removed 
from the healthy twin and transplanted to the pa- 
tient. The site selected for transplantation was the 
right iliac fossa. In this area, the kidney was placed 
in its natural thermal environment. Utilizing the iliac 
vessels for an anastomosis and placing the homograft 
retroperitoneally within the pelvis, it was possible to 
implant the short ureteral segment directly into the 
bladder. The operation was begun at 8:15 a.m., and 
the vessels prepared for anastomosis by 9:50 a.m. The 
donor kidney was brought in at 9:53 a.m. At this time. 
the common iliac artery was occluded for the duration 
of the anastomosis. An end-to-end anastomosis between 
the free end of the hypogastric artery and the renal 
artery was completed at 10:40 a.m., and an end-to- 
side anastomosis between the renal vein and the com- 
mon iliac vein was finished at 11:15 a.m. Total du- 
ration of ischemia of the donor kidney was one hour 
and 22 minutes. The entire kidney became pink im- 
mediately on release of. the arterial clamp. A supra- 
pubic cystotomy was made in the medial superior 
portion of the bladder, and the ureter was brought in 
through a submucosal tunnel. A polyethylene ureteral 
catheter previously inserted to the renal pelvis was 
draining clear urine as the cystotomy wound was 
closed. The total operating time was three hours and 
30 minutes. The ureteral catheter was removed on the 
ninth postoperative day with renal function verified 
by prompt excretion of injected sodium indigotin 
disulfonate. 

Two months after the. renal homotransplant, ex- 
cretory urogram showed prompt excretion of dye 
from the transplanted kidney and no detectable ex- 
cretion by the patient’s two diseased kidneys. Al- 
though the patient appeared healthy and was asymp- 
tomatic, he had a continued mild hypertension. A left 
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nephrectomy was performed with hopes of improving 
this. The parenchyma, on section, had the appearance 
of diffuse advanced glomerulonephritis. With per- 
sistence of pyuria and a mild labile hypertension, the 
patient was readmitted five and one-half months after 
renal homotransplantation for right nephrectomy. 
This kidney too showed advanced glomerulonephritis. 

At the time of publication, twelve months after the 
initial operation, the blood pressure ranged from 
125/70 to 146/82 mm. Hg. The patient had gained 
weight and carried on unlimited activity. The urinary 
sediment was negative although his twenty-four hour 
protein excretion was 4.5 gm. 

Tissue transplantation including that of a func- 
tioning kidney appears to be a feasible procedure in 
identical twins, but to date successful permanently 
functioning homografts appear to be limited to such 
individuals. —Alan K. Swersie, M.D. 


Pyelectasis. Ropert Licu, Jr., JosepH E. MAuRER, and 
Matco. L., Barnes. 7. Urol., Balt., 1956, 75: 12. 


THE AUTHORS discuss the basic etiology of ureter- 
opelvic obstructions and present a method of repair. 

It was noted that whenever there was division of a 
fibrous band or aberrant vessel, presumably causing 
ureteropelvic obstruction, a curative result did not 
invariably follow. Calibration of the junction did not 
necessarily reveal narrowing. Although fluid could be 
readily injected into the pelvis in a retrograde man- 
ner, when the pelvic injection was made via needle at 
operation, the fluid did not readily escape down the 
ureter. 

In considering this problem the ureteropelvic junc- 
tions were studied, and in 9 out of 15 specimens valve- 
like structures were noted in longitudinal sections. In 
the remaining 6 specimens, 4 showed suggestive valve 
formation and in 2 there was marked thickening of 
the ureteral wall with increased fibrous tissue. In 7 of 
the 15 specimens angulating vessels or fibrous bands 
were found at the ureteropelvic junction, but in no 
instance were these findings considered the primary 
cause of pyelectasis. 

In the correction of pyelectasis, the authors prefer 
to remove the pathologic process rather than incor- 
porate it in the repair; thus a resection of the redun- 
dant renal pelvis and ureteropelvic junction is em- 
ployed. The pelvis is cut off with scissors with a 
moderate curvature, the convexity facing the renal 
hilus. The ureter is severed below the ureteropelvic 
junction and the proximal end split on its lateral 
aspect for 2 centimeters. A nephrostomy tube is in- 
serted through the lower calyx. The cut edges of the 
ureter are sewn to the edges of the renal pelvis after 
the upper portion of the pelvis has been approxi- 
mated. The nephrostomy tube is removed on the 
seventh postoperative day. 

An illustration descriptive of the method of repair 
and several cases with x-ray evidence of end results 
are presented. —Allan K. Swersie, M.D. 


The Relation of Megacolon and Megaloureter. ORVAR 
ge and Joun H. Fisner. NV. England 7. M., 1955, 
: 1147. 


Tue autHors stated that in 50 per cent of patients 
with Hirschsprung’s disease the vesical capacity was 
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Fic. 1 (Lich, Maurer, Barnes). Method of resection of 
renal pelvis and ureteropelvic junction along with anas- 
tomosis. 


greater than normal and detrusor contractions were 
diminished or absent. The bladders of 5 per cent of the 
patients exhibited severer dysfunction with large quan- 
tities of residual urine and high intravesical pressures. 
As a result, dilatation of the upper part of the urinary 
tract developed among children having this disease. 

The underlying pathologic anatomy consists of 
related diminution in the number and size of para- 
sympathetic ganglia in the bladder, in the number and 
variety of nerve cells, and in the number of nerve 
bundles. Faulty parasympathetic innervation may 
involve the bladder or colon, or both. 

Excretory urography in patients with defective para- 
sympathetic innervation of the bladder discloses mega- 
lobladder and bilateral megaloureter. Cystography 
reveals a large smooth bladder without trabeculation 
and inconstant ureteral reflux. The cystometrogram is 
the most important examination in identification of 
‘“aparasympathetic bladder.” Normal cystometro- 
grams in children usually record an initial pressure of 
near 0 and, before emptying, 12 to 15 cm. of water. 
Detrusor activity is usually absent until the vesical 
capacity is reached, and then a series of contractions of 
increasing intensity occur. Patients with aparasympa- 
thetic bladders build up pressure to 30 centimeters of 
water before the test is discontinued. The forceful con- 
tractions noted in normal children are not recorded in 
these patients. Inasmuch as the average pressure 
developed by normal ureteral peristalsis is approxi- 
mately 35 centimeters of water, it appears that the 
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ureters of patients with aparasympathetic bladders 
must work considerably harder than normal to trans- 
fer urine from the kidney to the bladder. 

One group of patients with aparasympathetic blad- 
ders was treated by resection of the vesical neck. The 
rationale for this procedure is that a patient with poor 
detrusor function has difficulty achieving an adequate 
opening of the vesical neck during micturition and, 
consequently, the vesical neck acts as a partial mechan- 
ical obstruction. Resection transforms the vesical neck 
into an open fibrous channel so that resistance to void- 
ing is reduced. 

The patients are taught to use the bladder in the 
low range of pressure and to make a conscious effort to 
empty the bladder completely. Every effort is made to 
encourage them to empty the bladder completely with 
the assistance of suprapubic manual pressure. The 
control of urinary infection by chemotherapy or anti- 
biotics is an integral part of treatment. 

—Laurence F. Greene, M.D. 


Cystic Dilatation of the Inferior Extremity of the 
Ureter (La dilatazione cistica dell’estremit4 inferiore 
dell’uretere). Tommaso GrRaANozzI and SALVATORE 
Bricantt. Arch. ital. urol., 1955, 28: 367. 


THE PATIENT was an 18 year old student from Tunis 
in Africa. About 6 months previously he had suffered 
a colicky attack, in the left lumbar region; before 
this he had been in good health. During the attack 
the pains were violent, radiated anteriorly to the left 
inguinal region, and were accompanied by vomiting. 
No febrile symptoms were noted. Antispasmotics 
brought relief. Similar attacks developed soon again. 
Three months later the attacks became more fre- 
quent and were accompanied by disturbances of 
micturition consisting of pollakiuria, vesical tenesmus, 
and burning sensations during urination. In the last 
attack there was a reddish tint to the urine. 

The left kidney was found to be somewhat enlarged 
and painful to pressure. Muscular defense was present. 
The costovertebral and costomuscular points and the 
paraumbilical point of Bazy were painful to pressure. 
Pressure over the bladder was painful and gave rise to 
the micturition stimulus. The urinary jet was normal. 
The urine gave fairly normal titers; however, there 
was an abundant quantity of albumin and mucopus. 
There were also an enormous number of red blood 
cells and numerous white cells. The azotemia was 
32 mgm. per cent. 

The cystoscopic examination uncovered a pigeon 
egg-sized, sessile intumescence covered with bladder 
mucosa and mildly hyperemic. This swelling presented 
occasional contractile movements. The swelling was 
quite mobile and somewhat translucent. At the apex 
was a small umbilication with tiny converging blood 
vessels. This swelling was too mobile to admit of 
catheterizing the umbilication which apparently cor- 
responded to the external ureteral meatus. The um- 
bilication, however, gave issuance to fine gushes of 
indigo carmine after intravenous injection of this 
drug. The stain appeared later here than on the 
right side. 

Descending pyelography presented a rounded la- 
cuna of relative shadow deficiency on the left side of 
the shadow of the urinary bladder, which lacuna was 





surrounded by an annular, opaque, sharply delineated 
border. 

The treatment consisted of opening the bladder and 
resecting the base of the cystic sac circularly. A few 
sutures were placed to approximate the mucosa of the 
ureter on the one surface and the mucosa of the 
bladder on the other. The urine collected by the 
transvesical catheterization of the left ureter was 
slightly sanguineous. The cystostomy wound was 
closed and a Pezzer catheter was inserted through 
the urethra. 

Microscopic examination of the removed specimen 
disclosed the covering and the lining mucosae, and 
between the two layers there was a dense connective 
tissue permeated by rather robust bundles of muscular 
tissue with the muscle fibers directed longitudinally. 

A year later the cystoscope disclosed the inferior 
extremity of the ureter on the left side reduced to a 
fissurelike, nongaping opening with smooth edges, 
showing occasional ejaculatory movements with is- 
suance of a nonturbid urine. The pyelographic ex- 
amination at this time disclosed excellent elimination. 

The authors consider that the narrowing of the 
meatus was congenital in nature; although it did not 
produce symptoms before adulthood, in this instance 
they were initiated by an inflammatory attack. 

—John W. Brennan, M.D. 


Eleven Primary Tumors of the Ureter (Onze tumeurs 
primitives de Puretére). J. Crsert, L. DurRaAnp, and G, 
Mutter. 7. urol. méd., Par., 1955, 61: 485. 


THE AUTHORS report 11 primary tumors of the ureter. 
Five of the tumors were malignant, 5 were classified as 
“benign papillomas” on clinical and _ histological 
grounds, and 1 classified histologically as a benign tu- 
mor had a malignant course. The tumors involved the 
pelvic segment of the ureter in 6 patients, the iliac seg- 
ment in 3, and the upper segment in 2. 

Nine of the patients were males and 2 were females. 
The ‘‘benign tumors”’ were found in younger individ- 
uals than those with malignant tumors. 

It is pointed out that two common errors of manage- 
ment of ureteral tumors were evident in this series: (1) 
in 2 instances nephrectomies for hydronephrosis had 
been previously performed without a proper evalua- 
tion of the cause of the ureteral obstruction, and (2) 2 
patients were treated for papillomas of the urinary 
bladder without discovery of the ureteral tumor. 

When first seen, 2 patients were considered inoper- 
able on the basis of local invasion. In 1 patient an 
incomplete resection of the tumor was carried out be- 
cause of malignant infiltration of the iliac vessels. In 
the aforementioned cases, death occurred 7, 8, and 13 
months, respectively, after the onset of the first sym- 
tom. 

In 1 patient with a previous nephrectomy the rem- 
nant of the ureter and a cuff of the bladder were re- 
moved. This patient survived 9 months after the opera- 
tion. 

In each of the remaining 7 patients a nephroureter- 
ectomy with removal of a cuff of the bladder was 
carried out. Two of the patients in this group survived 
8 and 9 months, respectively. Of 4 patients with “be- 
nign papillomas” 1 was recently operated upon; 1 of 
the others survived 4 months, another survived 4 years; 
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while the last one survived more than 1 year, requiring 
electrocoagulation of vesical recurrences on two differ- 
ent occasions. The seventh patient survived 4 years af- 
ter the removal of a histologically malignant tumor. 
The nephroureterectomy with removal of a cuff of 
the bladder is described as follows: lumbar incision is 
made and the renal vessels are divided. The kidney and 
the upper ureter are brought down to the iliac fossa and 
the flank incision is closed. A second lower paramedian 
incision is made. Extraperitoneal resection of a cuff of 
the bladder and adjacent pelvic ureter is carried out, 
the kidney and ureter being removed in continuity. 
— Néstor S. Martinez, M.D. 


Experimental Research on Ureteral Surgery; Further 
Technique for Terminoterminal Anastomosis with 
Everting Sutures (Ricerche sperimentali in tema di 
chirurgia ureterale; accorgimento tecnico per le anas- 
tomosi termino-terminali con sutura evertente). BRUNO 
ZAFFAGNINI and GAETANO Mosi tio. Arch. ital. urol., 
1955, 28: 401. 


TwELvE bos of the largest size were selected for this 
study. In 6 of the animals a portion of the ureter was 
excised and the two stumps were anastomosed end-to- 
end by the authors’ special method. In the other 6 
animals the same procedure was followed, except that, 
after a few weeks, the opposite kidney was removed. 
This was to prove conclusively that the kidney 
and ureter on the operated side were still func- 
tioning. 

The operative steps of this method are illustrated 
schematically in the appended figure (Fig. 1). They 
consisted essentially of the excision in each instance of 
ashort segment of the right, or left. ureter and longi- 
tudinal incision, fore and aft, of each stump. These 
incisions were 2 to 3 mm. in length (Fig. 1 a). A U- 
shaped suture was then passed, the atraumatic (intes- 
tinal) needles entering and emerging from points just 
above the terminals of each pair of incisions (Fig. 1 b). 
The sutures were drawn taut and knotted and the 
flaps pulled out in such manner as to turn the whole 
into the form of approximated quadrangular ends 
(Fig. 1 c). The sides of this quadrangle were united 
each by 4 to 6 interrupted U-shaped sutures, applied 
in ‘ manner as to evert the mucosal surface (Fig. 
1d). 

At varying periods following the operation, after 
healing of the anastomotic wounds, the animals were 
sacrificed and the entire urologic tract of each animal 
was excised for purposes of macroscopic and histo- 
logic examination. 

During the period of survival of the animal, follow- 
ing the operation, the urinary passages were examined 
in accordance with the usual urologic procedures 
(ascending and descending pyelography). These ex- 
aminations disclosed what appeared to be a temporary 
flaccidity (dilatation) of the ureter which had been 
operated on. This dilatation affected the distal as well 
as the proximal segments of the ureter, but after a 
few months it had always disappeared so completely 
that the ureter could not be distinguished uretero- 
graphically from its fellow. In 2 instances there was 
marked kinking of the ureter at the point of anasto- 
mosis (traction of adhesions) ; however, later examina- 
tion of the removed specimen proved that there was 
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Fic. 1 (Zaffagnini, Mobilio). The design reproduces 
schematically, in its various steps, the technique used by 
the authors, 


no evidence, even in these instances, of stenotic nar- 
rowing at this point. After catheterizing the ureters 
of the removed specimens the ureter operated upon 
was cut open, but there was no evidence of mucosal 
discontinuity at the level of the anastomosis. 

Finally, histologic sections of the level of the incision 
in the ureter were stained with Azan-Mallory, hema- 
toxylin-eosin, and the elastin stain of Hollborn. It 
was found that the epithelial layer was continuous, 
but tended to become introflected in tiny cystlike 
formations in the operative scar. Elastin was plentiful 
everywhere in the scar tissue and evidently con- 
tributed to the elastic tonus of the area operated upon. 
The muscular layers were not present in the scar up 
to the first 4 months after operation; however, after 6 
months contractile elements were encountered in the 
region of the anastomosis but they did not attain the 
status of a true muscular layer, such as existed above 
and below this section. 

In concluding, the authors believe that it is evident 
on the basis of indisputable macroscopic and micro- 
scopic findings that the suture method with eversion 
of the mucosal margins notably reduces the retractile 
cicatricial process and thus limits the grade of stenosis 
to be anticipated. — John W. Brennan, M.D. 


Experimental Studies of Regeneration of the Ureter 
Without Intubation. FRANK CoLeMAN Hamm and 
Smoney R. Wernserc. 7. Urol., Balt., 1956, 75: 43. 


THE AuTHORS have observed satisfactory repair fol- 
lowing plastic procedures of the renal pelvis and ure- 
ter without intubation in the human subject. Since 
none required secondary procedures they have had 
no opportunity to obtain histologic evidence of repair. 
An attempt was made to duplicate the surgical tech- 
niques used in the dog by the following methods. 

In 3 dogs a linear ureterotomy of approximately 3 
centimeters was done. The incision was not sutured 
in the ureter nor were any splinting catheters used. 
The urine from the incised area was drained to the 
exterior by means of a Penrose drain. In these 3 ani- 
mals the linear ureterotomy healed properly. The 
longest period of urinary drainage was 7 days. In 2 
animals the ureter healed with adequate lumen; the 
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result in the third animal shows good renal function 
with minimal delay in excretion of the visualizing 
dye. In the remaining 11 dogs an extensive longi- 
tudinal defect was produced by removal of one-half 
to one-third of the ureter and regeneration was ob- 
served. Again the urinary drainage was supplied by 
a Penrose drain. A good result was obtained in 7 
animals. 

The material was studied at intervals ranging from 
21 to 150 days. The authors were able to demonstrate 
complete regeneration of the mucosa of the ureter in 
all the dogs. In 7 the ureter healed with adequate 
lumen. Replacement of the muscularis of the ureter 
takes place after the defect has been filled with fibrous 
tissue. The muscle is thin at first but in animals in 
which the ureter is allowed a longer period of regener- 
ation, normal thickness can be seen. In 4 dogs stric- 
ture formation occurred at the site of defect resulting 
in varying degrees of hydronephrosis. In 3 instances 
animals extracted their drains the day after operation. 
This was followed by clinical evidence of urinary 
extravasation. In one dog there was no apparent 
reason for the poor result. 

From this study the authors conclude that regener- 
ation of the ureter after linear incision or partial 
ureterectomy can occur without intubation or urinary 
diversion from the kidney. An adequate urinary 
drainage by Penrose drain is essential in order to pre- 
vent stricture at the operative site in the experimental 
animal. Renal function is maintained in a favorable 
state after ureteral surgery when splinting tubes are 
not used. —Robert O. Beadles, M.D. 


GENITAL ORGANS 


The Efficacy of Circular Electrolysis Associated with 
Medical Treatment in Late Plastic Induration of 
the Penis; Etiopathogenetic Hypotheses and Clini- 
cal Considerations (Eficacia dell’elettrolisi circolare 
associata a trattamento medico (Widase-E-Vitum) 
nell’induratio penis plastica tardiva; ipotesi etiopato- 
genetiche e considerazioni cliniche). Orravio FERUu- 
LANO. Gior, ital. chir., 1955, 11: 1049. 


SIx PATIENTS with plastic induration of the penis, 
Peyronie’s disease, were treated at the surgical clinic 
of the University of Naples, during the past year. 

The treatment consisted of infiltration of lyophil- 
ized hyaluronidase about the lesion. The infiltrations 
were given on alternate days and consisted of 2 cubic 
centimeters of sterile physiologic saline containing 
300 ““T.R.U.” On the other days physical therapy con- 
sisting of a 20 to 30 minute session of circular elec- 
trolysis (iontophoresis) was administered. The treat- 
ment was accompanied by large doses of alpha-to- 
copherol (vitamin E), 300 mgm. daily in three cap- 
sules, one after each meal. 

Pertinent data are given in an appended table. The 
number of patients in this study is too small to permit 
of conclusions, but it may be stated that five of the 
six patients (83.33 per cent) are cured—after 14 treat- 
ments in 1 case, after 15 treatments in 1 case, and 
after 20 treatments in 3 cases. The fifth patient, after 
6 months, has acquired a small recurrent nodule 
which is at present under treatment. In the sixth case 
the treatments did not appear to be helpful. Because 
the patient was abnormally sensitive to the injections, 
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therapy was terminated after a series of 15 injections 
and a few more electrolytic treatments. 

On the basis of the experience gained in these cases 
the author concludes that the treatment described 
produces better results than any other method except 
that of surgery. Surgical treatment usually corrects 
the condition, but without assurance that there will 
be no recurrence. 

Three of the author’s patients came from rural dis- 
tricts and the success in their cases was so striking that 
it is doubted whether the hyaluronidase, or hyalur- 
onidase and circular electrolysis can be given com- 
plete credit. Country people would be just the type 
who would suffer from vitamin deficiencies, and such 
deficiencies are thought to contribute to the etiology 
of the disease itself. The etiopathogenesis is formu- 
lated by the author on the basis of some form of local 
traumatism and predisposing factors—deficiency of 
enzymes, vitamins, hormones, etc. 

— John W. Brennan, M.D. 


Carcinoma of the Prostate Gland; 5 Year Survival 
Following Antiandrogenic Treatment. Emi J. 
Ganeo. 7. Urol., Balt., 1955, 74: 804. 


Data concerning the 5-year survival of 221 patients 
with carcinoma of the prostate who were treated by 
bilateral orchectomy and estrogens, or estrogens alone, 
are presented; transurethral prostatic resection was 
performed when indicated. In each instance evidence 
of extracapsular extension of the carcinoma, either 
locally in the pelvis or peripherally in the lymph 
nodes or bones, was present. The diagnosis was con- 
firmed by studies of histologic sections in 84 per cent 
of the cases. 

The study disclosed that in a group of patients with 
prostatic carcinoma, in whom the upper part of the 
urinary tract and values of serum acid phosphatase 
were normal and evidences of bony metastasis were 
lacking, the 5-year survival rate was 59 per cent if the 
patients underwent orchectomy and received stil- 
bestrol and if, when indicated, they underwent trans- 
urethral resection. The 5-year survival rate for pa- 
tients treated in this manner decreased to 32 per cent 
if elevated values for serum acid phosphatase or hydro- 
nephrosis were present without bony metastasis. If 
bony metastasis, in addition to hydronephrosis and an 
elevated value for serum acid phosphatase, was pres- 
ent, the 5-year survival rate approached zero. 
Orchectomy and the administration of stilbestrol 
proved superior to the use of stilbestrol alone in the 
treatment of patients without bony metastasis. 

—Laurence F. Greene, M.D. 


Hemolysis and Transurethral Resection; a Review. 
C. D. Creevy. Surgery, 1956, 39: 180. 


TRANSURETHRAL RESECTION of the prostate is becom- 
ing more popular as, when properly done, it yields a 
more comfortable convalescence, a shorter hospital 
stay, and a lower mortality than do the various types 
of enucleation procedures. The problem of hemoglo- 
binemia, presumably due to egress of irrigating fluid 
into the intravascular compartment via open prostatic 
and periprostatic veins during transurethral resec- 
tion, was recognized by the author and others in 1946. 
The probable mechanism of occurrence and the phys- 
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iologic principles of occasionally occurring lower 
nephron nephrosis after such hemoglobinemia are 
discussed, together with a simple classification of the 
various causes of hemoglobinemia. 

When distilled water was utilized as an irrigating 
fluid in 106 consecutive transurethral resections, the 
free. plasma hemoglobin was found to rise from a max- 
imum preoperative level of 28 milligrams per cent to 
as high as 490 milligrams per cent with an average 
rise of 42 milligrams per cent above the preoperative 
level. Levels of free plasma hemoglobin were the same 
both before and after (1) neurosurgical operations 
with surgical diathermy, (2) a variety of abdominal 
operations, and (3) the intravenous administration of 
5 per cent glucose and normal saline. 

In a subsequent group of 185 consecutive resec- 
tions, 5 per cent glucose was used as an irrigating solu- 
tion and not only did free plasma hemoglobin remain 
unchanged, but the blood sugar rose an average of 117 
milligrams per cent, suggesting that the irrigative 
fluid entered the vascular system. The objections to, 
and the advantages of, the use of isotonic fluids are 
discussed. 

The author and his group reported a surgical mor- 
tality of 0.96 per cent in the last 2,492 consecutive 
transurethral prostatic resections, and attribute some 
reduction in mortality to the use of isotonic irrigating 
fluid. — Jack A. Thompson, M.D. 


Transvesical Prostatectomy with Induced Artificial 
Hypotension by Means of a New Ganglionic Block- 
ing Agent (Transvesikale Prostatektomien in kuenst- 
licher Blutdrucksenkung mit einem neuen Ganglien- 
blocker). K. H. R6mer and K. HutscHENREUTER. 
Xschr, Urol. 1955, 48: 690. 


ARTIFICIALLY INDUCED HYPOTENSION as advocated by 
Enderby and Davison is an important adjunct for 
operations in a bloody field. The authors have utilized 
this principle, employing a new ganglionic blocking 
agent called pendiomid (HL 8597). By means of this 
drug systolic pressure could be depressed to 70 or 80 
milligrams. 

An unselected series of 30 patients was subjected 
to transvesical prostatectomy with primary closure of 
the bladder under general (intubation) anesthesia and 
controlled hypotension. The average age of these pa- 
tients was 69 years. The patients were placed on the 
table so as to elevate the operative site, while the ex- 
tremities, the head, and the chest were lowered (Fig. 
1). The average weight of the prostatic adenoma re- 
moved at operation was 60 grams. 

After enucleation of the prostate the suprapubic 
incision was closed and the bladder was drained by 
an indwelling catheter. The lack of bleeding at the 
time of the operation was very impressive. Moreover, 
the hemostasis which was achieved without Foley 
catheters, Pilcher bags, or absorbable gauze persisted 
postoperatively. The urine was usually clear on the 
second or third postoperative day and the postopera- 
tive course was uneventful in this group of patients. 

While the present series is not large enough for 
thorough evaluation of this operative technique, 
it indicates that prostatectomy under hypotension 
may be a worthwhile procedure. 

—S. Richard Muellner, M.D. 
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The Aspects of the Treatment of Urinary Tubercu- 
losis. OLA OsRANT. Acta chir. scand., 1955, 110: 3. 


IMPROVED DIAGNOSTIC METHODS and more detailed 
examination of the urinary tract have changed the 
prognosis for patients now under treatment for renal 
tuberculosis. Chemotherapy has made it possible to 
treat tuberculous cystitis and to carry out operations 
on the urinary tract which previously would never 
have been attempted. Chemotherapy also offers an 
alternative to radical surgery and has made possible 
conservative treatment which previously was not con- 
sidered. Nephrectomy is still justified in the presence of 
pyonephrosis or unilateral involvement with destruc- 
tion of a large part of the parenchyma. Partial 
nephrectomy is looked upon with favor in selected 
cases. 

Twenty-six nephroureterectomies were reviewed to 
determine if ureteral resection with chemotherapeutic 
treatment might have salvaged the kidneys. Four cases 
might have been salvaged by ureteral resection and re- 
implantation. Removal of the strictured area permits 
free drainage and in this way the urine can more readily 
be freed of bacilli. The presence of ureteral stricture 
is of utmost significance in planning the treatment of 
renal tuberculosis. 

Chemotherapy is given in combinations of two or 
more drugs, and for variable durations—from 19 
months for patients with good response to 35 months 
for those who are slow to respond. In the majority of 
cases with bilateral involvement or with involvement 
of a solitary kidney, conservative treatment is the only 
therapeutic possibility. Chemotherapy and sanatorium 
regimes are believed to be the most effective means of 
helping the patient. — John R. Herman, M.D. 


The Management of Some Late Complications of 
Pelvic Irradiation. Joun J. Murpnuy. 7. Urol., Balt., 
1955, 74: 780. 


THE AUTHOR advocates ureteroileostomy in the treat- 
ment of vesicovaginal fistulas and ureteral injuries 
secondary to irradiation therapy of a pelvic neoplasm. 
The ureters are anastomosed to an isolated segment of 
ileum, 12 to 14 centimeters in length, by an end-to- 
side technique. The proximal end of the ileum is 
closed and the distal end is brought through an ex- 
cised ellipse of skin, fascia, and muscle in the right 
lower quadrant. A Rutzen bag or rubber dam is 
applied. 
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Data concerning 6 patients with vesicovaginal 
fistulas treated in this manner are presented. Each pa- 
tient’s clinical course and the status of the kidney as 
determined pyelographically have been very satisfac- 
tory. Pyelonephritis has been a rare complication. 
Electrolyte disturbances have been minimal and ap- 
parently directly related to pre-existing renal damage 
or to transient postoperative hydro-nephrosis. 

In addition, the author obtained satisfactory results 
by substituting a segment of ileum for the lower third 
of the ureter in a patient with ureteral damage due to 
irradiation therapy. —Laurence F. Greene, M.D. 


Male Infertility—Status of Treatment, Prevention, 
and Current Research. Epwarp T. Tyter and 
Heron O. Sincuer. 7. Am. M. Ass., 1956, 160: 91. 


SEVEN HUNDRED EIGHTY-SIX infertile couples were ob- 
served and 45.5 per cent showed impaired fertility or 
sterility on the part of the male. Most of the infertile 
men were normal as to the usual criteria of virility. 
The 17-ketosteroid excretion and seminal fructose 
values were studied and no marked differences were 
found. 

The etiologic factors of presumed major importance 
in 272 subfertile and 86 sterile men were as follows: 
There were bilaterally small testes in 28 of the 86 
sterile men and in 61 of the 272 infertile men. Gonor- 
rhea was responsible for 12 cases of azoospermia and 
for only 8 cases of reduced fertility. Mumps was in- 
volved in 21 cases in both groups but this does not 
necessarily indicate the extent of its importance in 
sterility. Several investigators believe that testicular 
damage may occur from mumps without evident or- 
chitis. There were no apparent etiologic factors in 92 
of the subfertile and in 22 of the sterile men. Thus, the 
average patient is one in whom no clear-cut etiologic 
picture is presented and consequently treatment is 
highly unsatisfactory. 

Therapy in these cases included the administration 
of thyroid, testosterone, various gonadotropins, liver 
and lipotropic substances, pregnenolone, methyl- 
androstenediol and diethylstilbestrol. In analyzing the 
therapeutic results, it becomes apparent that treat- 
ment in general is extremely unsatisfactory. The ad- 
ministration of lipotropic substances produced the 
best results statistically but the percentage of improve- 
ment here was only 14.9 per cent. With such poor 
therapeutic results, the authors question whether we 
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are justified in subjecting infertile men to frequent 
injections or twice weekly prostatic massages, or in re- 
quiring them to use expensive medications. 

Because of the lack of reasonable successful medical 
therapy, one of the authors has utilized a method 
which involves obtaining partitioned ejaculates in 
subfertile patients. It has been long known that the 
first part of the ejaculate contains the greater number 
of spermatozoa and that one method of increasing 
sperm concentration involves the use of split ejaculate. 
The first third contains approximately 75 per cent, 
and the use of this principle has led the author to 
attempt to obtain good single specimens by freezing 
the first portions of several split ejaculates and pooling 
them when thawed. The pooled specimen is then used 
for insemination at the wife’s approximate ovulation 
time. The technique of freezing simply involves plac- 
ing the first portion of the split ejaculate in a container 
after glycerol has been added in the porportion of one 
drop to nine drops of semen. When the specimen is 
thawed it is best to place the vial in a water bath at 
room temperature inasmuch as quick thawing ap- 
pears to favor survival. One important requisite for 
obtaining maximum survival is to maintain as con- 
stant a temperature as possible in the dry-ice com- 
partment. 

Thus far, three pregnancies have occurred among 
patients treated by this method. These were patients 
with long-standing infertility who had previously had 
many types of therapeutic procedures. 

Until more basic information is obtained that will 
suggest specific lines of therapy for poorly functioning 
testes, this round-about measure merits trial in select- 
ed instances. 

Laboratory research studies have shown some dif- 
ferences in the amino acid composition of semen in 
varying levels of fertility. There are still great deficien- 
cies in information concerning the standards of nor- 
mal fertility. It can only be conjectured why some 
husbands with apparently low values are able to im- 
pregnate their wives while others with similar semen 
findings are not. Estimates that as high as 10 per cent 
of the marriages in this country are involuntarily bar- 
ren would indicate that infertility may affect as many 
as 5 million people. Certainly no phase of medicine 
merits more profound study than that which relates 
to one of the most basic human needs, the need to 
reproduce. —Robert O. Beadles, M.D. 

















































“ill 
ct- 
if- 


“n- 


en 





CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Central Fibrosarcoma of Bone (Das zentrale Fibrosar- 
kom des Knochens). FRANz GscHNITZER and GrRo- 
LAMO LELIO MineERVINI. <schr. Orthop., 1955, 87: 76. 


One case of central fibrosarcoma of the upper part of 
the right tibia is presented. The patient presented 
tenderness and swelling just below the right knee. 
There was a definite history of recent trauma which 
was thought to be responsible for his symptoms. Roent- 
genographs showed the presence of a lytic lesion in 
the upper tibia. Since the symptoms were of progres- 
sive nature, a biopsy was done and interpreted as not 
being diagnostic. Only after a considerable lapse of 
time, when the lesion attained considerable size, was 
the diagnosis of a malignant condition made. Mid- 
thigh amputation was performed and the limb was 
sent to the laboratory for pathological examination. 

Gross inspection of the amputated specimen re- 
vealed a tumor mass occupying the upper end of the 
right tibia. It was composed of fibrous grayish white 
tissue which extended and infiltrated the articular 
cartilage of the tibia. In the medial aspect the cortex 
of the bone was eroded. Inferiorly it appeared to 
infiltrate the bone marrow canal. Several cysts were 
seen on cut section. 

Microscopically, the tumor cells were spindle- 
shaped and arranged in interlacing bundles and cords. 
There was no evidence of bone formation present and 
only a few giant cells were seen. Considering all of 
these findings, the diagnosis of central fibrosarcoma 
of the proximal tibial epiphysis of the tibia was made. 

In their discussion the authors state that, until re- 
ceritly in the European literature, notenough emphasis 
has been put on the differentiation of central fibro- 
sarcomas from other fibrosarcomas of bone. Since the 
prognosis of the former type of tumor is favorable, 
they believe that the differentiation is justified. 

—George Wichman, M.D. 


The Etiology of Cleft Vertebral Arch in Spondylo- 
listhesis. JouHn Mutcu and Ropert WALMSLEY. 
Lancet, Lond., 1956, 1: 74. 


THE PRESENT STUDY was undertaken to document fur- 
ther evidence that those cases of spondylolisthesis in 
which there is a cleft in the vertebral arch do not 
result from a failure of fusion between two centers of 
ossification. The authors state that all critical observa- 
tions have substantiated the view that a cleft in the 
pars interarticularis is the result of fracture of an 
ossified arch. They cite Rowe and Roche, who analyzed 
509 stillborn and neonatal cadavers and did not find a 
single instance of breach in the bony continuity of the 
vertebral arch, although in adults the incidence of 
such a breach in the arch of the fifth lumbar vertebra 
is about 5 per cent. 

The authors present a study of ossification in the 
lumbar vertebrae of seven fetuses. Serial sections were 
made of the lumbar vertebrae of the fetuses which 
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were between 75 mm. and 130 mm. crown-rump 
length (the critical stage in the early ossification of the 
lumbar vertebral arches). Histologic evidence is pre- 
sented which indicates that the sign of initial ossifica- 
tion in the fifth lumbar vertebral arch (typical of the 
arches of the other vertebrae) is calcification of the 
cartilage of the anteromedial portion of the pars inter- 
articularis. After this has taken place a thin lamina of 
subperiosteal bone is laid down on the anteromedial 
aspect of the pars interarticularis directly overlying 
the calcified cartilage. This and further observations 
indicate that ossification in a vertebral arch closely 
resembles ossification in the diaphysis of a long bone; 
in both of them calcification of the cartilaginous matrix 
is followed by deposition of bone at the surface im- 
mediately beneath the periosteum, but only where 
calcified cartilage has come into apposition with the 
perichondrium. Thereafter ossification continues by 
thickening and extension of this subperiosteal bone. 
This formation of surface bone is accompanied by such 
massive destruction of the underlying cartilage that to 
postulate that either one or two primary ossific centers 
appear in this very cartilage is tantamount to assuming 
that the pattern of ossification is different to that 
which appeared so constantly in all of the authors’ 
sections. This pattern of ossification is basically op- 
posed to the appearance of either single or double 
primary ossific centers within the vertebral arch. 

The authors believe that if a cleft vertebral arch is 
caused by a congenital factor it is not due to two cen- 
ters of ossification but to weakness in the bone of the 
pars interarticularis of the vertebral arch. 

— Bernard C. Gerber, M.D. 


The Discoid Meniscus in the Knee Joint (Der Diskus 
im Kniegelenk). WERNER v. EKESPARRE. <schr. Orthop., 
1955, 87: 27. 


THE AUTHOR presents 4 cases in which a diagnosis of 
discoid meniscus in the knee joints was made. All of 
the patients were children between the ages of 10 
months and 12.5 years. In all, the most prominent 
symptoms were pain and snapping in the involved 
knee joint. 

On clinical examination these symptoms were elic- 
ited by active and passive motion of the limb. In 
older children the lateral meniscus became prominent 
on extreme flexion of the knee. There was also tran- 
sient resistance or locking present at a certain angle 
of flexion which disappeared when flexion was con- 
tinued. In 2 cases in which arthrotomy was performed 
a ridgelike cartilaginous prominence was found on the 
superior surface of the removed menisci. When the 
knee was flexed it rolled over the surface of the 
femoral condyle and created a sensation of temporary 
resistance which disappeared when flexion was con- 
tinued. Histologic examination of the removed menisci 
showed the presence of fissuring and fragmentation of 
the collagen tissue. which is consistent with degenera- 
tive changes. On the roentgenogram one case showed 
hypoplasia of the lateral intercondyloid tubercle. In 
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all 4 cases the arthrograms were diagnostic of the 
lesion. 

According to the author, discoid menisci originate 
on the arrest of prenatal development. Pathological 
changes are very frequent and are attributed to 
greater tension within the menisci, especially on ro- 
tatory or twisting motion of the knee joint. The best 
treatment consists of early removal of the discoid 
meniscus. Since in 2 cases the symptoms disappeared 
spontaneously, the author feels that surgery should be 
delayed until the age of 6 years. In 2 of the described 
cases osteochondritic changes of the femoral condyles 
were observed. 

Photographs of the specimens and arthrograms 
demonstrating the lesion are included in the article. 

—George Wichman, M.D. 


Pigmented Villonodular Arthrosynovitis of the Knee 
oint (L’artrosinovite villo-nodulare pigmentosa del 
ginocchio: aree di Gandy-Gamna in sede extra- 
lienale). A. Bonoia and G. Spicoton. Arch. ital. chir., 
1955, 80: 137. 


THE PRESENT STUDY is based on material observed at 
the Institute of Anatomic and Histologic Anatomy 
and the Orthopedic Clinic of the University of Mo- 
dena. The authors discuss the surgical and pathologic 
findings in 7 cases of this strange malady which has 
been variously designated in medical literature as 
“Tumors of the Tendon Sheath” (Arch. Surg., 1942, 44: 
1038); “‘Hemosiderosis and Hemochromatosis of Syn- 
ovial Tissues” (7. Bone Surg., 1951, 33: 436); ‘‘Xan- 
thoma of the Tendon Sheath” (7. Am. M. Ass., 1943, 
122: 1013); ‘“Xanthogranuloma of the Knee Joint” 
(Bull. Hosp. Joint Dis., N. Y., 1940, 1: 17); and ‘‘Pig- 
—" Villonodular Synovitis” (Radiology, 1950, 54: 
350). 

Clinically and pathologically, the condition may be 
divided into three stages. In the first stage the initial 
findings are repeated hematoma formation and local- 
ized hypertrophy of the synovia, with transient at- 
tacks of pain and enlargement of the joint. The symp- 
toms are seldom of such severity as to demand opening 
of the joint itself. The second stage, in which there is 
marked enlargement of the joint and symptoms never 
of such severity as to prevent normal activity of the 
patient, represents a more chronic aspect of the proc- 
ess. The third stage presents grave deformity of the 
joint structure with bone changes, free intra-articular 
bodies, and loss of joint function sufficient to justify 
joint resection. This termination of the morbid process 
was present in only one of the 7 patients, a 62 year old 
male. 

If the condition had progressed beyond the first 
stage, treatment consisted in wide opening of the joint 
and thorough removal of all pathologically altered 
tissues. Following operation, the leg was immobilized 
in plaster for periods up to two months and re-educa- 
tion of the joint functions was then started. Complete 
restoration of function was obtained in all cases. 

In all the joints the pathological findings tended to 
be more or less uniform in character, merely different 
in severity. The microscopic findings in the removed 
synovia consisted of an inflammatory type of connec- 
tive tissue reaction with active proliferation, frequent- 
ly with granulomatous characteristics (cellular poly- 


288 International Abstracts of Surgery - September 1956 


morphism with giant cells of foreign-body type). Vas- 
cular changes with fragmentation of elastic fibers, 
hyaline degenerative and fibrinoid necrotic changes, 
and evidence of vascular congestion were encountered 
as well as extensive extravasation of blood. In the 
tissues examined there were present large amounts of 
hemosiderin and bilirubin pigment. Since blood in- 
jected into the joint in animal experiments is promptly 
absorbed, the authors believe that the bilirubin might 
constitute an etiologic factor in these cases. In the 
more chronic, long-standing conditions there was evi- 
dent a certain amount of calcareous incrustation. 

Etiologically, the authors believe that the abun- 
dance of fibrin in the tissue specimens and the necro- 
tic-fibrinoid changes in the vascular walls suggest an 
allergic factor in these patients. Admitting the un- 
doubted possibility that trauma to these joints plays 
an etiologic role, it is considered that some additional 
constitutional factor or factors must enter into the 
maintenance of the morbid process. 

In considering the pathologic and etiologic possi- 
bilities, the authors were struck by the resemblance of 
certain of the microscopic tissue preparations to the 
changes seen in the so-called Gandy-Gamna areas of 
the spleen—as described by Del Gaetano in cases of 
splenomegaly and by Tonelli in areas outside the 
spleen. — John W. Brennan, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Treatment of Congenital Clubfeet with Denis- 
Browne Splints (Traitement du pied bot varus équin 
congénital par la methode de Denis Browne). INGEL- 
RANS, LACHERETZ, and JAILLeTTE. Lille chir., 1955, 10: 
173. 


FIFTY-THREE PATIENTS with 76 congenital clubfeet 
were treated from their first month of life by the tech- 
nique of Denis-Browne. The regular footplates were 
fixed to the feet with adhesive tape during the first 6 
to 7 months and with boots after that age. 

During the first week of the treatment the feet are 
kept in the deformed position to adapt the baby to the 
apparatus. The adduction deformity is then corrected 
before the equinus deformity. In unilateral cases the 
normal foot is always kept in normal position. Skin 
lesions can be avoided in practically all cases. A 
*‘Rocker-bottom” foot appears only when the hind- 
foot is not well fixed on the footplate. The genu val- 
gum deformity is prevented by not using a crossbar 
longer than the distance between both anterior iliac 
spines. 

To evaluate the results roentgenograms were al- 
ways taken and functional tests carried out, especially 
the gait and standing position of the feet. The results 
were good in 40 per cent of the cases and poor in 60 
per cent. In the former cases the correction was 
always obtained between the third and fifth months 
of age. Of the latter cases 22 per cent showed a per- 
sistence of the adduction deformity of the forefoot 
with good correction of the hindfoot, and 38 per cent 
needed surgical correction for persistence of a varus 
and equinus deformity of the hindfoot. Surgical treat- 
ment was carried out between the fifteenth and eight- 
eenth months. 
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The authors conclude that the technique of Denis 
Browne should be tried in all children up to 3 or 5 
months. If at that time correction is obtained the 
treatment is continued. If not, the technique should 
be abandoned and preference should be given to 
plaster casts. A section of the heel cord should be per- 
formed whenever the other treatment fails to correct 
the equinus. — Foseph C. Mulier, M.D. 


FRACTURES AND DISLOCATIONS 


Recurrent Dislocation of the Shoulder; a 24 Year 
Study of the Johannesburg Stapling Operation. 
G. T. Du Torr and D. Roux. 7. Bone Surg., 1956, 
38-A: 1. 


THE AUTHORS have reviewed 210 cases of recurrent 
dislocation of the shoulder treated by repair of the 
demonstrable lesion. In each case the detached la- 
brum or the torn capsule was pinned to the rim of the 
glenoid cavity with staples and as far as possible noth- 
ing else was done at operation to alter the mechanics 
of the shoulder. In analyzing the results obtained in 
these cases, the authors discarded 60 cases because of 
an inadequate follow-up although the available data 
were regarded as reliable. 

In his original paper (1923) Bankart maintained 
that the chief pathological feature in recurrent dislo- 
cation of the shoulder is the shearing-off of the cap- 
sule from the labrum. In 1938, however, he described 
the chief feature as being the separation of the fibrous 
labrum from its bone attachment. Bankart found that 
there was no tendency whatever for a detached la- 
brum to reattach itself to bone. Once the defect exists, 
it is permanent and thereafter the head of the humerus 
moves forward over the anterior margin of the glenoid 
on the slightest provocation. He found this lesion in 27 
consecutive cases and decided that it was an uncom- 
plicated lesion demonstrable in every typical case of 
recurrent dislocation of the shoulder. 

The presence of a notch on the humeral head was 
first reported by Flower in 1861; since that time it has 
been reported frequently. In very few patients with a 
lesion of long duration was the torn labrum frag- 
mented; many residual tags were found. In one pa- 
tient the labrum was completely missing as the result 
of attrition, and in several patients small loose bodies 
were removed from the joint, these bodies apparently 
having been derived from the anteroinferior surface 
of the glenoid margin. In this series 95 per cent of the 
patients were under 40 years of age; the changes that 
have been described were typical of acute traumas, 
and not of normal degenerative processes. A notch 
was demonstrated in 12 per cent of the patients, 
humeral head damage in 7 per cent, new bone forma- 
tion in the inferior margin of the glenoid in 4 per cent, 
and some irregularity of the outline of the glenoid in 
15 per cent. In a few patients, dislocation of the 
acromioclavicular joint was shown to coexist. 

The average period that these 150 patients were 
out of work was 43 days. The average assessment for 
workmen’s compensation was 7.3 per cent. 

In this technique the authors do not section the 
coracoid, and by retraction of the musculature, a con- 
siderable part of the subscapularis is exposed. This 
structure is then split along the line of its fibers from 





its bony insertion medially for a distance of 3 inches. 
This split is deepened with a blunt instrument, and 
two retractors are inserted in order to expose the 
capsule of the joint which is then opened. 

In the cases of congenital abnormal mobility of the 
shoulder, the stapling operation is not the best pro- 
cedure to use. When the Bankart lesion is present, 
cure may be achieved by repair of the lesion only. 
There is almost never any need for additional pro- 
cedures such as overlapping of the capsule, plication, 
or suspension. Permanent disability is minimal after 
this procedure because no anatomical damage results. 

—C. Fred Goeringer, M.D. 


Results of the Treatment of Congenital Dislocation of 
the Hip Between Birth and 5 Years of Age (Résul- 
tats du traitement de la luxation congénitale de 
hanche entre 0 et 5 ans). INGELRANS, LACHERETZ, and 
Marutére, Lille chir., 1955, 10: 159. 


THE AUTHORS reviewed their cases of congenital dislo- 
location of the hip in patients treated from birth up to 
5 years of age; 92 hips were treated, of which 26 were 
subluxated, 52 luxated, and 4 dysplastic at the onset of 
the treatment. In 10 cases conservative treatment had 
been tried elsewhere, and these cases had been referred 
for surgical treatment. 

In all cases a closed reduction under general anes- 
thesia was tried under the control of an arthrogram. 
While at first there had been a tendency to operate in 
all of the cases in which the arthrogram showed unsat- 
isfactory results, there is now a tendency to continue 
the conservative treatment. Conservative treatment 
consisted of a closed reduction followed by plaster im- 
mobilization in the three positions of Lorenz, three 
periods of 3 months each. In subluxations this conserv- 
ative treatment was followed by a perfect functional 
result in all cases, while 72 per cent showed a perfect 
result on the x-ray films. Among the subluxations there 
were no children older than 2 years of age. 

In dislocations there was a great difference between 
the results obtained in children younger than 2 years 
of age and those obtained in children older than 2 
years. Arthrography in these cases is useful, since the 
results seem to be related to the picture obtained. 

The determining factor in the appearance of an epi- 
physitis of the femoral head seems to be the pressure 
force exerted on the head by the hip muscles after 
forceful reduction. 

Except in 2 cases, all open reductions were carried 
out in children older than 2 years of age. Among the 28 
patients treated there was 60 per cent of poor results. 
Generally a good result can be expected if at surgery 
the head is found to fit in the acetabulum and a simple 
reduction is sufficient. When more complicated tech- 
niques were used there were often failures, although the 
Colonna reconstruction seems to have a better prog- 
nosis. These results, however, cannot be predicted. In 
some cases shortening of the femoral shaft is a better 
procedure than forceful reduction. 

In their conclusions the authors state that treatment 
might be given up in those bilateral cases in which 
good apposition between the head and the acetabu- 
lum cannot be expected because of the danger of 
complete failure or stiffness of both hips. 

—Foseph C. Mulier, M.D. 
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The Treatment of Residual Hip Subluxation by 
Intertrochanteric Osteotomy (Le traitement des sub- 
luxations résiduelles de la hanche par lostéotomie 
intertrochantérienne). M. E. Mutter. Acta orthop. 
belg., 1955, 21: 401. 


RESIDUAL SUBLUXATION of the hip is the most frequent 
cause of failure following manipulative or surgical re- 
duction for congenital dislocation of the hip. The 
prognosis of this condition is very poor since it rapidly 
evolves into juvenile coxarthrosis. 

In the hands of the author, at the Balgrist Ortho- 
pedic Clinic in Zurich, Switzerland, the treatment of 
this condition by intertrochanteric osteotomy has 
proved to be very much preferable to the use of sub- 
trochanteric osteotomy. This procedure actually allows 
the simultaneous correction of anterior rotation and 
valgus deformities, the re-establishment of muscular 
balance by improving the physiological action of the 
abductors of the hip, and by weakening the abductor 
muscles it keeps the mechanical axis close to the ana- 
tomical axis of the femur and thereby prevents the 
appearance of a genu valgum and unsightly abduc- 
tion of the thighs. 

Furthermore, only intertrochanteric osteotomy 
makes it possible to decrease simultaneously the stress 
on the acetabulum, the head and neck of the femur, 
and the femoral shaft, which explains the excellent 
results obtained from it. 

A detailed description of the operation is given. 

Of 81 patients operated upon for residual subluxa- 
tion, 75 were definitely benefited. These results were 
substantiated by the clinical disappearance of fatiga- 
bility, a decrease or disappearance of the limp pre- 
viously present, and often a negation of Trendelen- 
burg’s sign. Roentgenologic pictures showed a better 
coaptation of the femoral head, a re-establishment of 
a normal cervico-obturator cuff, an increase of 
Wiberg’s CE angle, and a decrease of the acetabular 
angle. —Fernand R. Schmidt, M.D. 


Internal Fixation in Displaced Intracapsular Frac- 
tures of the Femoral Neck, Georce O. Eaton. 7. 
Bone Surg., 1956, 38-A: 23. 


THE AUTHOR advocates shaft neck fixation in the nail- 
ing of displaced acute fractures of the femoral neck. 
Many explanations have been offered for the high 
percentage of nonunion following treatment of intra- 
capsular hip fractures. Chief among these have been a 
meager blood supply, the failure to secure anatomical 
reduction, the usually advanced age of the patient, 
and the risks of prolonged immobilization. 

In choosing the type of internal fixation to be used 
in fresh displaced fractures of the femoral neck, more 
emphasis should be placed on the degree of immo- 
bilization to be expected. The osseous texture of the 
femoral head is such that a good grip is usually ob- 
tained by a straight flanged nail, a screw, or a series 
of pins or wires. The trabecular pattern so closely 
woven in the head becomes more and more loosely 
arranged and the density of the cancellous structure 
diminishes as the lesser trochanter is approached. 
There is a triangular area, Ward’s triangle, in the 
neck of the femur which may almost be devoid of 
trabeculae. The osteoporosis increases with age and 
lack of activity. Hence, the only grip there is on the 





distal fragment is at the cortex of the trochanter which 
in the aged may be so rarefied that it resembles an 
eggshell in fragility. Thus, in a so-called “‘bull’s eye” 
nailing, up the center of the neck, the trochanteric 
cortex serves as a fulcrum and allows motion at the 
fracture site no matter whether a straight nail, wires, 
or screws are used. Motion is possible in a vertical 
plane in two directions. There is no protection against 
alternating compression and distraction at the frac- 
ture line. A steep placement of the nail should pre- 
vent downward motion of the head in the vertical 
plane but it does not protect against upward motion 
or compression and distraction of the fracture line. 

The author began, in 1951, to use a nailplate for all 
displaced femoral head and neck fractures. 

Two main objections are made to the use of the 
nailplate. The first is the prolongation of the time of 
operation. However, this does not in itself constitute a 
valid objection. The additional exposure necessary to 
introduce a nail with a shaft plate can be accom- 
plished while waiting for the roentgenogram of the 
guide pin placement to be developed. Second, there is 
the danger of protrusion of the nail through the head 
and into the acetabulum in the postoperative healing 
period. 

Anatomical reduction is not absolutely essential to 
union. Slight overreduction in valgus is to be pre- 
ferred, although it is not always obtainable. Bony 
union, judged by clinical standard, has occurred in 18 
consecutive patients in whom the nail was kept in situ 
for one year. 

This series is small, the total number of patients 
being 36; 26 patients were treated more than one year 
ago. In 2 patients, the nailplates were removed be- 
cause of septicemia 3 weeks after operation and be- 
cause the nailplate extruded from the femoral head 3 
weeks after the operation. In the remaining 18 pa- 
tients clinical union has occurred. 

—C. Fred Goeringer, M.D. 


Osteotomy and Osteotomy Combined with Bone 
Grafting for Nonunion Following a Fracture of the 
Seemmeal Hodh. Marcus J. Stewart and R. E. WELLS. 
J. Bone Surg., 1956, 38-A: 33. 


NONUNION WITH LATER DEGENERATIVE CHANGES fol- 
lowing fractures of the neck of the femur continues to 
present one of the major orthopedic problems of our 
day. The present accepted methods of treatment for 
ununited fractures of the femoral neck include bone 
grafting, osteotomy, arthrodesis, reconstruction, and 
insertion of the recently popularized femoral head 
prosthesis. 

In the authors’ experience the low angulation 
osteotomy with internal fixation has proved the most 
satisfactory method. Angulation at the site of osteot- 
omy provides good weight-bearing alignment. In- 
ternal fixation by means of a blade plate, as recom- 
mended by Blount, with the addition of two Knowles 
pins, as suggested by Moe, is adequate to maintain 
good alignment after correction of coxa vara, ante- 
version, rotation, or any other angulation. Healing of 
the fragments at the osteotomy site occurs promptly, 
and no cast or external fixation is necessary. 

Boyd and George, reporting on a large group of 
fractures of the femoral neck, observed that avascular 
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sclerosis developed in 59 per cent of the patients in 
whom the fractures failed to unite, while similar 
avascularity developed in 32 per cent of the patients 
in whom the fractures did unite. Of their entire group 
of patients followed up for 2 years or longer, 33 per 
cent had severe degenerative arthritic changes. 

When the head is in abduction the most important 
portion of the vascular tree is relaxed. An adduction 
fracture, with the neck in the varus position, tends to 
tear the tissues at the point of entrance of the lateral 
epiphysial artery and thus disrupts the nutrition of 
the ~—- lateral weight-bearing portion of the 
head. 

In the discussion of the article, Dickson agreed that 
the bone graft should be placed in the central portion 
of the head and that it is well to curet the superior 
weight-bearing portion of the head. Rather than 
place the cortical bone across the fracture at one 
place, the discussor pointed out the definite advantage 
of making a window in the trochanteric segment 
which allows complete removal of the scar tissue from 
the fracture site and allows packing of the neck and 
curetted portion of the head with cancellous bone. 

In the presence of long-standing nonunion with 
shortening of the leg, it may be necessary to apply 
sufficient preliminary traction to correct the proximal 
displacement of the trochanter and shaft. 

At operation, the patient is placed on the table in 
such a position that anteroposterior and lateral roent- 
genograms may be made at any time. The supporting 
foot-piece should be sterile, so that manipulation may 
be accomplished when necessary by the surgeon. 
After the usual skin approach, the neck and head are 
transfixed with a wire, of which the position is checked 
by x-rays. If the head shows sclerosis, a long-handled 
curet is passed through the reamer hole, and by 
rotation of the curet a considerable amount of 
sclerotic bone may be removed. 

Pencil cortical grafts (either autogenous or homo- 
genous) are prepared from tibial bone, and are in- 
serted into the reamed hole until the hole is filled. 
The cervical fragments are thus held fairly securely as 
the operation proceeds. With a reciprocating saw, an 
osteotomy is performed at the level of the distal end 
of the grafts. A wedge of bone is removed or a Blount 
type of angulation is done to effect 25 to 30 degrees 
of valgus beyond the normal 135 degree angle of the 
neck. The foot piece and leg being sterile, the 
limb is easily manipulated and fixed in the new 
position. 

The present study includes 112 ununited fractures 
of the neck of the femur. In 100 hips, osteotomy was 
the primary procedure, while in the remaining 12, 
treatment was accomplished by an innovation in which 
osteotomy and bone grafting were combined. The 
high displacement osteotomy was performed upon 74 
patients. The low angulation osteotomy was per- 
formed upon 18 patients. High angulation osteotomy 
was performed upon 5 patients. Low displacement 
osteotomy was performed upon 2 patients. Inter- 
trochanteric rotational osteotomy was performed 
upon one patient. 

Twelve osteotomy and bonegrafting operations 
were performed for nonunion of the femoral neck in 
adults. The ages of the patients ranged from 42 to 79 
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years, the average being 60. There have been no 
deaths to date. There were 10 females and 2 males; 
in 9 patients the left hip was involved and in 3, the 
right. 

The average length of time which elapsed between 
the original injury and the osteotomy and bone- 
grafting was 10.7 months. 

All of the osteotomy fragments and neck fractures 
united. The shortest time required for union of the 
fragments at the osteotomy site was 2 months and the 
longest 3 months. The shortest period required for 
union of the fracture was 3 months, the longest 11 
months, and the average was 5.1 months. Nine pa- 
tients are completely free from pain and 2 have slight 
pain. Among the 12 patients operated upon, one has 
no shortening of the extremity, 9 have a shortening of 
less than a half inch, one has a shortening of three- 
quarters of an inch, and one has a shortening of one 
and a quarter inches. Thus, in 11 patients the shorten- 
ing is less than one inch, and in 9 of these it is less than 
a half inch. The range of motion of the hips was esti- 
mated to be as follows. Seven patients have 75 per 
cent, and 2 have more than 25 per cent but less than 
50 per cent of normal motion. 

Arthritic changes were diagnosed according to 
roentgenographic findings of osteophytes, sclerosis, 
and narrowing of the joint space. Four of the 12 pa- 
tients have mild arthritic changes and the others have 
slight changes or none. 

Another discussor of the paper (Colonna) noted 
that 45 per cent of the patients in the author’s series 
showed persistent nonunion of the femoral neck fol- 
lowing osteotomy. Although union of the fragments 
at the osteotomy site was not materially affected by 
the type of osteotomy used (high, low, displaced, 
angulated), union of the femoral neck fracture was 
affected. In general, the low osteotomy resulted in a 
much higher percentage of union of the fracture than 
did any other type of osteotomy; the authors have not 
performed the high osteotomy during the past 4 years. 

In commenting upon the cortical bone-grafting 
procedure, the discussor favored autogenous rather 
than homogenous cortical grafts. 

—C. Fred Goeringer, M.D. 


ORTHOPEDICS IN GENERAL 


Indications, Technique and Results of Operative and 
Conservative Treatment of the Lumbago-Sciatic 
Syndrome; Experiences in 166 Cases (Indikation, 
Technik und Erfolge der operativen und konservativen 
Behandlung des Lumbago-Ischiassydroms; Katamne- 
stische Erhebungen bei 166 Faellen). Hetmut PEenz- 
HoLZ. Langenbecks Arch. u. Deut. Kschr., Chir., 1955, 281: 
120. 


THE RESULTS of examinations of 104 operative and 62 
nonoperative cases of the lumbago-sciatic syndrome 
are reported. The author used a combination of pre- 
sacral and paravertebral infusion of novocain, as des- 
cribed by Pendl, for patients who were to be treated 
conservatively (Fig. 1). 

This method was described by Pend in 1934, and 
its popularity was again renewed by Stender in 1949. 
The author uses about 150 c.c. of 0.25 per cent solu- 
tion of novocain for the presacral injection and 80 
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Fic. 1 (Penzholz). Technique of combined presacral 
and paravertebral injection of novocain according to 
Pendl. 


c.c. of 0.5 per cent novocain solution for the para- 
vertebral injection. As a rule, he obtained a remark- 
able diminution of pain and an increase of circulation 
in the affected lower extremity. Often there was a 
sustained good result from these injections. Occasion- 
ally, the injection had to be repeated three or four 
times. 

It may be that as these injections require a con- 
siderable amount of experience they have not reached 
the popularity they deserve. In 31 per cent of all the 
cases the author was able to get a satisfactory result 
by the injection method. The late results, however, 
were much better after surgery than after a conserva- 
tive regimen and it was found that the more accurate 


and exact the surgery and the smaller the opening in 
the bone, the better the ultimate results. 

It was also found that a radical cleaning out of the 
intervertebral space usually brought the best results. 
In cases in which the intervertebral spaces were 
cleaned out very thoroughly there was no interference 
with the mechanics of the spine. The average result of 
the conservative treatment at the end of one year was 
definitely worse than the results in the operative 
cases. It is suggested that only those patients be oper- 
ated upon who fail to respond to a concentrated 
course of conservative therapy. 

—George I. Reiss, M.D. 


An Experimental Comparison of Freeze-Dried and 
Frozen Cortical Bone Graft Healing. T. C. TurNER, 
C. A. L. Bassett, J. W. Pate, and p N. Sawyer. 7. 
Bone Surg., 1955, 37-A: 1197. 


IN A WELL CONTROLLED sTuDY of massive cortical 
grafts implanted in the radii of dogs, the authors com- 
pared the results of bone healing with frozen cortical, 
and freeze-dried cortical, transplants. 

All transplants were studied either at 35 or 90 days 
following implantation. The authors classify the 
stages of graft healing as: 

1. Reactive new bone formation 

2. Revascularization 

3. Perivascular new bone formation 

4. Apposition of bone growth 

They conclude that frozen grafts performed only 
about 45 per cent as well as freeze-dried grafts at 35 
days, and approximately 63 per cent as well at 90 
days. They showed that the length of time which the 
graft has been stored is an important factor. They 
attributed the superiority of freeze-dried bone grafts 
over frozen grafts in this series to improved techniques 
in freeze-drying and storage over those in their orig- 
inally reported series. 

The article contains excellent photomicrographs 
and tables of statistics on each animal. 

— Norman 7. Rosenberg, M.D. 
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BLOOD VESSELS 


Angiography of the Extremities (Angiographie der 
Gliedmassen). R. Fontaine. Langenbecks Arch. u. Deut. 
Xschr. Chir., 1955, 282: 413. 


WHILE AN ASSISTANT to Leriche, the author was in- 
structed in the technique of angiography by Reynaldo 
Dos Santos, and so far, since 1945, he has been using 
iodine preparations exclusively. With these prepara- 
tions he performed the following procedures: 73 angiog- 
raphies of the upper extremities (4 by means of punc- 
ture and catheter for the usual cardioangiography, 
and 69 peripheral angiographies by means of puncture 
of the subclavian, axillary, humeral, or radialis ar- 
teries), and 1,246 angiographies of the lower extremi- 
ties (177 lumbar and 1,069 peripheral arteriographies 
with puncture of the femoralis in the groin). 

The author regrets that thorotrast can no longer be 
used, because it does notirritate the intima of the artery, 
while the iodine preparations (the new organic iodine 
salts are less irritating, do to a certain extent act as 
such an irritant. In fact, the irritant effect is pro- 
nounced enough to cause the author to question the 
use of control angiographies after the use of vascular 
implants. At present he is using the organic iodine 
preparation, radioselectan or biligrafin in 35 to 70, 
and even 100 per cent concentrations, and these are 
in general well tolerated. 

For his angiographies the author recommends the 
direct method and, when possible, the percutaneous 
route. He considers that in every case serial arterio- 
grams of the entire length of the limb are indicated. 
Pressure injection is essential in order to procure good 
results. The pressure should be kept down to the 
minimum as too much pressure is not without danger. 
The two-needle method has proved excellent for 
lumbar aortography and might perhaps be indicated 
for other regions of the arterial system. 

The author, since going to Strasbourg, has ex- 
perienced 2 fatalities. The one followed aortography 
with a contrast material which is no longer employed. 
The other death involved a 60 year old patient sub- 
jected to peripheral angiography for a circulatory 
disturbance of the right lower extremity. A few hours 
after the injection the signs of cerebral hemorrhage 
occurred and after a few days death ensued. This 
patient had previously had transient vascular cerebral 
symptoms. 

With reference to the value of angiography to sur- 


gery, the author thinks that the proper placing of 


surgical indications demands the information ob- 
tained by means of angiography. Only angiography 
reveals the length of the occluding condition, whether 
the occluded area is short and therefore requires 
thrombectomy or embolectomy, whether the col- 
lateral circulation promises satisfactory results from 
conservative measures, and whether the occluded 
areas are single or multiple. 

— John W. Brennan, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 





The Significance of the Induced Digital Vasocon- 
strictive Reflexes. TRavis Winsor, WILBUR A. SELLE, 
and Yousser K. Mawarot. Arch. Surg., 1956, 72: 20. 


VASOCONSTRICTOR REFLEXES at the finger, toe, or ankle 
may be induced by various stimuli, such as inspira- 
tion, anxiety, sensory stimulation, or cerebration. 
These reflexes behave characteristically and may be 
classified as normal, prolonged, absent, or paradoxi- 
cal. The reflex arc over which impulses travel after 
sensory stimulation appears to be from the sensory or- 
gan, over the afferent nerve to subcortical regions of 
the brain, and with efferent pathways over the sympa- 
thetic nervous system to the peripheral blood vessels. 
The reflex arc is probably subcortical. 

These studies reveal that it is possible to condition 
vasoconstrictive or vasodilating reflexes. The induced 
sympathetic vasoconstrictive reflexes may be em- 
ployed to assist in the demonstration of lesions of the 
sympathetic system, to determine the completeness of 
sympathectomy, and to detect the return of sympa- 
thetic function after sympathectomy. It has been 
shown that conditioned vasoconstrictive reflexes can 
be reversed by substituting conditioned inhibiting 
(vasodilating) reflexes. —Robert A. Nabatoff, M. D. 


The Treatment of Peripheral Vascular Diseases by 
Adrenomedullectomy Combined with Lumbar 
Sympathectomy. Henninc Paasy and Ove Norinc. 
Acta orthop. scand., 1955, 25: 129. 


THE MEDICAL AND SURGICAL treatment employed for 
serious arteriospastic and degenerative diseases of the 
blood vessels of the extremities has not been favorable 
to date. Leriche, Durante, Boggild, and others have 
reported the use of bilateral adrenomedullectomy in 
the treatment of these conditions with fairly good 
results. The theoretical basis for the use of this pro- 
cedure seems to be the presence of hypertrophy of the 
adrenal gland medulla with evidences of hyperfunction 
causing endarteritis and gangrene such as is found in 
Raynaud’s and Buerger’s disease. 

Adrenomedullectomy was performed on 11 patients 
with advanced vascular diseases (2 males and 3 
females with Raynaud’s disease, 5 males with Buerger’s 
disease, and 1 male with arteriosclerosis). In 7 cases a 
bilateral operation was undertaken, and in 5 of these 
the operation was combined with a lumbar sympa- 
thectomy. In 4 cases a unilateral operation was per- 
formed, with simultaneous lumbar sympathectomy in 
3 of these. 

In 2 of the patients with Raynaud’s disease, and 
having bilateral operation, healing occurred in the 
lower extremities; the operation produced no effect on 
the upper extremities. In 4 cases (1 patient with Ray- 
naud’s disease, 2 patients with Buerger’s disease, and 
1 patient with arteriosclerosis, all having bilateral op- 
eration) improvement was observed. In the other 5 
cases (3 patients with Buerger’s disease, having uni- 
lateral operation, and 2 with Raynaud’s disease, 
having bilateral operation) no improvement was ob- 


























tained. The periods of observation varied from 3 to 21 
months. —Ely Elliott Lazarus, M.D. 


Aneurysm of the Abdominal Aorta Involving the 
Right Renal Artery; Report of a Case with Preser- 
vation of Renal Function After Resection and 
Grafting. F. Henry Exuis, Jr., RupoLpH A. HELDEN, 
and Epcar A. Hines, Jr., Ann. Surg., 1955, 142: 992. 


Ir is a well documented fact that patients who have 
abdominal aortic aneurysms have an exceedingly poor 
prognosis. Four-fifths of the patients with this disease 
succumb within 5 years after the diagnosis is made, 
most of them from rupture of the aneurysm. Not only 
is the disease highly fatal but it is often associated with 
severe and incapacitating pain for variable periods 
prior to death. Various surgical methods to relieve 
this condition have been tried in the past without uni- 
form success. Recently the procedure of aortic resec- 
tion and restoration of aortic continuity with a homo- 
graft has given new hope to this group of unfortunate 
persons. 

A case of abdominal aortic aneurysm involving the 
right renal artery is presented. Resection of the aneu- 
rysm and insertion of a homograft were done, with 
anastomosis of the cut end of the right renal artery toa 
branch of the graft. The aorta was occluded for 135 
minutes. 

Studies carried out 2.5 months after operation dem- 
onstrated patency of the graft and the anastomoses 
with maintenance of function of the kidney that had 
been subjected to anastomosis with a branch of the 
graft. 


Excision of Aortic Aneurysms with Restoration of 
Circulation by Aortorrhaphy or Arterial Graft; 
Report of 5 Cases, ALEXANDER E. W. Apa and JoHN 
P. st Ann. Surg., 1956, 143: 57. 


THE AUTHORS review the more important attempts at 
and contributions on resection of both saccular and 
fusiform aortic aneurysms. The saccular type has a 
predilection for the thoracic aorta and presents the 
problems and possible disastrous complications of pro- 
longed proximal aortic occlusion. These have been 
obviated by temporary shunts around the occluded 
segment, hypothermia, or short interval occlusion and 
linear repair of the aortic wall. The fusiform type is 
usually secondary to arteriosclerosis, occurs in the 
terminal aorta, and necessitates excision and replace- 
ment with bifurcation grafts. 

Two cases of saccular aneurysm of the arch and 
distal thoracic aorta were resected successfully. The 
defect was repaired by longitudinal, linear closure of 
the aortic wall in each patient. Longitudinal applica- 
tion of a coarctation clamp at the neck of the aneurysm 
of the arch allowed resection and closure without 
aortic occlusion. Proximal and distal clamping of the 
distal thoracic aorta for 22 minutes was necessary in 
the second case. Both patients survived although the 
second developed subsequent peripheral arterial 
disease. 

Resection of three arteriosclerotic fusiform aneu- 
rysms below the renal arteries and replacement by 
homologous bifurcation aortic grafts are presented. 
One of the patients had a polythene wrapping of his 
aneurysm 3 years previously and another had a right 
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midthigh amputation for gangrene resulting from a 
right femoral occlusion despite previous bilateral 
lumbar sympathectomies. 

Division and ligation of both internal iliac arteries 
and anastomosis to only the external iliac arteries 
were necessary in 2 of the 3 patients. Dense adhesions 
to the vena cava in the same cases resulted in leaving 
a narrow segment of the aneurysmal wall in this area. 

Aortograms 1 and 3 months following excision of the 
saccular aneurysms showed aortic patency and no 
evidence of recurrent aneurysms. 

Aortograms demonstrated patency of the grafts 6 
weeks and 8 months following resection in 2 of the 3 
patients with fusiform aneurysms. The third patient 
had peripheral pulsations prior to discharge. 

All patients survived, were relieved of symptoms, 
and have resumed their preoperative activities. 

—Luther M. Keith, M. D. 


Conservative Treatment of Gunshot Wounds of Ar- 
teries (Traitement conservateur des traumatismes ar- 
tériels par armes a feu). Novyen Huu and Puam Ha 
THANH, Sem. hép. Paris, 1955, 31: 756. 


THE THERAPEUTIC IDEAL in the treatment of arterial 
injury is re-establishment of arterial continuity and 
restoration of normal blood flow. The authors report 
their experience with 43 arterial injuries during the 
Indochinese War of 1953-54. 

Arterial injuries are frequently unaccompanied by 
obvious clinical signs and may present diagnostic 
difficulties. Auscultation was found useful in recog- 
nizing false aneurysms and arteriovenous fistulas. Ar- 
teriography was not feasible. If examination of a 
wound indicates that a projectile has passed next to a 
major vessel, the vessel should be explored even in the 
absence of other signs of vascular injury. 

At exploration, segmental arteriospasm is difficult 
to differentiate from a contused and thrombosed seg- 
ment. The former will be firm, immobile, reduced in 
caliber, and of normal color. The latter will be softer, 
slightly dilated, discolored, and show a longitudinal 
piston-like movement. Section, laceration, or perfora- 
tion of a vessel is easier to recognize. Arteriovenous 
fistulas were usually simple ‘“‘pleboarteriostomies;” 
more rarely there was an associated false aneurysm. 
Spontaneous closure of an arteriovenous fistula by 
thrombosis of the satellite vein was observed only 
once; it occurred 15 hours after injury. 

The authors dealt with 5 thrombosed arterial con- 
tusions, 4 puncture wounds, 4 lateral wounds, 3 com- 
plete transections, 11 arteriovenous fistulas, 14 false 
aneurysms, and 3 late secondary hemorrhages from 
failure of an injured arterial wall. 

Arterial wounds are best treated very soon after 
injury both because of limb viability and because 
scarring and hematoma organization make late opera- 
tions very difficult. It is important, however, to under- 
take such surgery only under proper hospital condi- 
tions since abortive and inadequate surgical procedures 
can do more harm than the delay. 

Incisions are made over the course of the vessels 
and extended as necessary for proximal and distal 
control. Thoracotomy for control of the major aortic 
branches in wounds of the base of the neck has proved 
useful. A dry field is necessary. 
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Contused vessels are resected to a level where they 
are perfectly normal. Injury of the concomitant vein 
is looked for. 

Mattress sutures are preferred in sewing vessels, the 
Carrel stitch being reserved for small lateral lacera- 
tions. End-to-end suture is desirable but is seldom 
possible where the defect measures more than 4 centi- 
meters after retraction. Secondary hemorrhage oc- 
curred where tension at a suture line was. too great. 
Where end-to-end suture was not possible, autografts 
of saphenous vein were preferred, the cephalic or 
basilic vein being too small. Homografts were con- 
sidered less desirable, but the preserved homografts 
were not available. Anticoagulants (presumably hep- 
arin) were used during surgery but not in the post- 
operative period. 

A good result with a palpable peripheral pulse was 
obtained in 9 of 9 lateral sutures, 19 of 23 end-to-end 
sutures, 5 of 6 venous autografts, and 2 of 5 arterial 
homografts. There was one amputation in both the 
end-to-end suture and the arterial homograft groups. 
Adequate circulation was obtained in 1 of 1 sub- 
clavian, 5 of 5 carotid, 6 of 7 axillary, 1 of 1 brachial, 
16 of 18 femoral, and 10 of 11 popliteal artery in- 
juries. One common femoral, and one superficial 
femoral artery injury came to amputation. 

P —Robert S. Shaw, M.D. 
Follow-Up Studies of Iliofemoral Arterial Recon- 
struction in Arteriosclerosis Obliterans. STEPHEN 

J. Hove and Ricuarp WarrREN. N. England 7. M., 

1956, 254: 102. 


SURGICAL TREATMENT Of localized peripheral arterial 
block secondary to arteriosclerosis obliterans has had 
varied results in recent times. Removal of the intra- 
arterial block en masse by thromboendarterectomy, 
as applied to the femoral artery, has proved 87 per 
cent effective according to some workers. Arterial and 
venous grafts, both autogenous and homologus, have 
been effective from 35 to 75 per cent of cases of 
femoral occlusion. The authors add the results of 
primary arterial reconstruction in the iliofemoral 
arterial trunk. 

Thirty-one operations were performed on male 
patients ranging in age from 32 to 73 years and with 
a major presenting symptom of intermittent claudica- 
tion. The blocks were primarily in the superficial 
femoral artery, 6 were cases of iliac block, and only 1 
of the common femoral artery. The sine qua non of 
consideration for grafting was the inability to detect a 
pulsation below the iliac or femoral areas, and in these 
cases either arteriograms or aortograms were per- 
formed. A demonstrable block with a patent distal 
popliteal artery was considered as a surgical indica- 
tion. No reconstruction operation was indicated if the 
arteriogram revealed no patent distal vessel of suf- 
ficient caliber for grafting. 

Sixteen arterial homografts, 12 saphenous vein auto- 
grafts, 1 superficial femoral vein autograft, and 2 
thromboendarterectomies were reported by the 
authors. In the majority of the cases, the blocked seg- 
ment was not removed, and end-to-side anastomoses 
between the graft and the host artery was performed 
in the last half of the patients. The latter maneuver 
makes for easier control of the size of the anastomotic 
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lumen. The homologous arterial grafts were quick 
frozen and sterilized by irradiation, and the auto- 
genous saphenous vein grafts were taken from the 
same leg at the time of operation. 

Of the 29 patients who had grafts inserted, all but 3 
left the hospital with a patent graft. Nine ‘of the 16 
arterial grafts closed within 7 months, and 8 of the 13 
autogenous vein grafts closed in 9 months. The first 
6 or 7 months seem to be the critical time for the ap- 
pearance of delayed closures. In the cases of closure, 4 
limbs were benefited, 9 showed no change, and 6 were 
considered to have been made worse by the operation. 

All factors relating to the cases at hand were 
analyzed in an attempt to determine the reason for the 
delayed closures and it was found, among other 
things, that there was no relationship between patency 
and the age of the patient. The two most important 
factors in technique are a satisfactory anastomosis and 
proper anatomic lie, while the type of anastomosis is 
of secondary importance. Grafts more than 20 cm. 
long tended to close twice as often as did the shorter 
grafts. There was no correlation between early post- 
operative return of pulse and the persistence of 
patency. Final occlusion in a homograft is not a sud- 
den process, but rather a gradual or recurrent one. 

The authors conclude that a better form of graft 
must be sought for and that a revival of thrombo- 
endarterectomy may be forthcoming. In spite of the 
frequency of delayed closure, reconstruction is still 
deemed to be advisable for those who are disabled by 
ischemic symptoms. Lumbar sympathectomy as a pre- 
liminary step is valuable as a protection against de- 
layed closure of the graft.— James H. Holman, M.D. 


The Pathology and Treatment of Venous Ulcers of 
the Leg. F. B. Cocxerr. Brit. 7. Surg., 1955, 43: 260. 


THE AUTHOR reviews his experiences in a varicose ulcer 
clinic. Conservative therapy with elastic bandages and 
ointments has been reserved for the older age groups, 
whereas most patients below the age of 50 have been 
candidates for surgery. 

The study is based on 182 cases of ulcers of venous 
origin. The cases were divided into three groups as 
follows: 

1. Ulcers with obvious incompetence of superficial 
veins, and history of thrombosis. There were 97 pa- 
tients in this group. 

2. Ulcers with a definite preceding history of deep 
femoral thrombosis or white leg. Over two-thirds of the 
patients had no varicose veins visible on the surface of 
the limb. There were 38 patients in this group. 

3. Ulcers with no demonstrably incompetent super- 
ficial veins and with no definite preceding history of 
thrombosis. There were 47 patients in this group. 

The author stresses as warning signs of impending 
ulcer a spray of fine dilated venules spreading over the 
inner surface of the ankle behind the malleolus, or a 
localized firm subcutaneous plaque in the above lo- 
cation. 

As a part of the study, 26 dissections of the femoral 
and popliteal veins in fresh cadavers were made. It 
was found that there is a very constant anastomosis be- 
tween the femoral and profunda systems which occurs 
in the adductor canal region, thus affording a good 
deep venous collateral pathway if the femoral vein 
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should be ligated distal to the profunda origin. The 
number of valves varies greatly; the author believes 
that if one or two valves can be demonstrated in any 
stretch of vein by venogram, the vein can be regarded 
as normal. 

In dissection of the deep venous drainage of the leg, 
it was noted that nearly the entire venous drainage of 
the lower half of the calf goes into the posterior tibial 
vein. At the point where the posterior tibial veins re- 
ceive the two lowest muscular veins from the soleus 
muscle, they also receive two large perforating veins 
coming through the deep fascia and draining the sub- 
cutaneous tissues of the internal malleolar region. 
Thus, there is a direct anatomic pathway for the spread 
of thrombus from the calf veins to the posterior tibial 
veins and thence to the perforators or upwards. 

The great saphenous vein is quite constant in posi- 
tion and course. Its lowermost branches run down the 
posterior aspect of the medial side of the calf to anas- 
tomose with small venous arches arising from three 
perforating veins. The latter perforate the deep fascia 
and empty into the posterior tibial veins. The perfo- 
rators each have valves which permit the flow of blood 
inwards from the subcutaneous tissues to the posterior 
tibial veins, but not in the reverse direction. Thus, in 
the erect position the venous drainage of the ulcer- 
bearing area is directly into the deep veins via the 
ankle-perforators and not via the saphenous system. 
The effects of the saphenous incompetence can reach 
this area via its lowest branches below the knee com- 
municating with the perforators. 

The valves of the leg veins are arranged so that nor- 
mally the flow of blood is from the superficial to the 
deep veins. Contraction of the deep calf muscles within 
their firm sheath forces venous blood upwards; the 
valves of the perforators prevent outward flow. When 
there is incompetence of the valves of the perforating 
veins, calf contraction and its resulting high rise of 
pressure causes a reverse flow of blood into the sub- 
cutaneous venules of the ulcer area. The hypothesis is 
advanced that an ulcer is the end result of a local rise 
in venous pressure over this area, leading to local 
edema and ischemia maximal over the skin area 
drained by the ankle-perforating veins. 

The author’s technique of venography is described. 
He stresses the fact that retrograde flow of dye can oc- 
cur past normal valves and does not signify valvular 
incompetence. On the basis of venography, the fol- 
lowing conclusions are drawn: 

1. After a deep femoral thrombosis, recanalization 
occurs and is complete in about two years in about 
90 per cent of cases. This is the time that the post- 
phlebitic syndrome develops. 

2. Destruction of valves in the femoral and popliteal 
veins is not a prerequisite for ulceration. 

On the basis of the above mentioned anatomic find- 
ings and following his dissatisfaction with either deep 
vein ligation or sympathectomy for venous ulcers, the 
author has devised a new operative approach. The op- 
erative incision is a straight one starting halfway up the 
leg, one fingerbreadth behind the bony margin of the 
tibia and carried straight down to a point one inch 
above and behind the internal malleolus. The incision 
is carried down to the deep fascia. If there is an ulcer, 
healed ulcer, or “doubtful” skin, the area is excised. 
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Any large veins in the subcutaneous tissues are dis- 
sected out and followed; they lead to one or another of 
the perforating veins. Usually either the upper or 
middle perforator is found to be enlarged. One or both 
are then ligated at the site of emergence from the for- 
amina in the deep fascia and the whole plexus of sub- 
cutaneous veins is removed. The entire dissection is 
carried out behind the line of the great saphenous 
vein. Fine catgut sutures are used throughout. The in- 
cision is closed (without undermining or tension) with 
silk. If an ulcer has been excised, split skin grafting is 
delayed for four or five days. 

Postoperatively, an elastic bandage is applied from 
toes to knees. The foot of the bed is elevated for 48 
hours. Active foot and calf movements are instituted 
at once. If no skin has been excised, the patient is 
allowed up with supportive bandages on the third or 
fourth day. Sutures are removed on the eighth day. 
Elastic bandages must be worn for one month. If an 
ulcer has been excised with grafting, the patient is con- 
fined to bed with the feet elevated for one week, after 
which he may be up with elastic bandaging and a felt 
pad over the operative site. Elastic stockings are worn 
for about three months. 

Most patients have been followed for two to three 
years and there has been no postoperative recurrence 
of ulceration. . 

The interested reader will find the original article 
highly informative and provocative. 

— Edward M. Miller, M.D. 


Surgery of the Large Veins (Chirurgie der grossen 
Koerpervenen). R. WANnKE. Langenbecks Arch. u. Deut. 
Kschr. Chir., 1955, 282: 704. 


Surcery of the great veins is essentially for venous hy- 
pertension which is manifested by mechanical back 
pressure. Compensation develops in the form of col- 
lateral circulation and varicose and decompensation 
changes for which surgical therapeutic measures may 
be necessary. Signs of constantly increasing venous 
hypertension are extravasation of plasma into the tis- 
sues (edema and anasarca) and into body cavities 
(ascites), hemorrhage from varicosities, and trophic 
changes such as ulcerations of the lower extremities. 
Different parts of the body require different surgical 
measures. 

Portal hypertension is divided into intrahepatic and 
extrahepatic forms. The extrahepatic form, for the 
most part, is caused by thrombosis of the portal vein 
and only occasionally by a congenital anomaly. This 
produces a purely venous disturbance with elevation 
of pressures up to 600 to 800 millimeters of water. 
Surgical measures such as palliative ligatures or porta- 
caval anastomosis are indicated. Because the liver is 
not involved the risk of operative mortality is less than 
5 per cent. Eight of 10 cases reported in the German 
literature showed a good functional result after three 
years. 

In the intrahepatic form of portal hypertension 
there is involvement of both the venous and arterial 
circulations. In the porta hepatis one finds enlarge- 
ment of the caliber of the portal veins and the hepatic 
artery; there is enlargement of the arteries of the dia- 
phragm, which also supply the cirrhotic liver; and the 
venous circulation is decreased much more than the 
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arterial circulation. A shrunken and inelastic liver 
cannot compensate for the differences in pressure and 
in the portal vein the pressure may increase up to 300 
to 600 millimeters of water, at the same time causing 
engorgement of the entire extrahepatic vascular tribu- 
taries of the portal vein. In the author’s cases, the 
esophageal varicosities and stomach veins emptying 
into the azygos and hemiazygos veins, and thus into 
the caval system, formed 50 per cent of the collateral 
circulation. 

One method of decreasing the portal hypertension 
is by portacaval anastomosis or splenorenal anasto- 
mosis. Splenorenal anastomosis with splenectomy de- 
creases the portal blood volume about 40 per cent. 
The average portal pressure after portacaval anasto- 
mosis has been found to be 165 millimeters, and after 
splenorenal anastomosis, 240 millimeters of water. 
Vein anastomosis may be complicated by thrombosis 
and obliteration. Vossschulte, at autopsy in 44 cases, 
found that three-fourths of the portacaval anastomoses 
were not patent. From 20 to 30 per cent of patients 
failed to obtain relief from the ascites or hemorrhages. 

Ligatures of arteries such as the hepatic, splenic, 
left gastric, and celiac arteries also cause a decrease in 
portal hypertension, although not as much as that 
following venous anastomosis. Arterial ligature is be- 
lieved to be more dependable in eliminating ascites, 
and the incidence of necrotic lesions of the liver is 
minimized with antibiotic regimens. 

In 5 cases, arteriovenous anastomosis between the 
portal vein and hepatic artery resulted in a reduction 
in portal pressure to an average of 118 millimeters of 
water. Procedures on separate organs such as the 
spleen and the stomach are only palliative, but are 
indicated in certain cases, as is the balloon tamponade 
of the esophagus for the emergency treatment of hem- 
orrhage. 

Surgery should be considered as soon as the diagno- 
sis of portal hypertension is made, usually by the por- 
tomanometric reading of 300 millimeters of water 
pressure, or more. Varicosities of the esophagus are 
frequently the only early symptom of portal hyperten- 
sion but are not an absolute proof. A portogram will 
give’ a clear picture of the type and location of ob- 
struction and is also of aid in deciding whether the 
portal vein is suitable for an anastomosis. It is the 
presence of complications of the portal hypertension, 
such as esophageal and gastric varices with or without 
bleeding, ascites, or splenomegaly that indicates the 
need for surgery. An absolute indication for surgery is 
the severe life threatening hemorrhage from varicosi- 
ties, for bleeding varicosities and hepatic coma con- 
stitute the most frequent causes of death. 

When it is necessary to relieve ascites by paracen- 
tesis and there is additional damage to the body by the 
removal of protein, one should give preference to ar- 
terial ligatures. In this regard it is believed that liga- 
ture of the celiac artery stands out as preferable. As a 
rule the ascites will subside and there is still the possi- 
bility of later venous anastomosis. 

In those individuals with severe decompensation of 
the liver or advanced liver cirrhosis, most surgical 
procedures are contraindicated because of the danger 
of postoperative hepatic coma. Liver function tests 
may give false results in chronic hepatitis in about 30 
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per cent of the cases, and in full-blown cirrhosis in 
about 15 per cent of the cases. 

The prognosis following surgery for the intrahepatic 
form of portal hypertension depends largely upon the 
condition of the cirrhotic liver. Surgery is indicated in 
selected cases, and the advantage of even a few good 
results becomes important if the life-endangering epi- 
sodes of hemorrhage or varices can be avoided and 
the patient is free from ascites. 

In contrast to the numerous possibilities of surgery 
upon the portal vein, surgery of the vena cava is, for 
practical purposes, limited to simple ligation. In- 
stances of caval ligation just caudal to the entrance of 
the renal veins in the treatment of ascending progres- 
sive thrombophlebitis of the pelvis or legs are reported 
in the older German literature. Numerous conditions 
such as edema, varicosities, trophic changes, derma- 
titis, and ulceration follow ligation in 30 to 60 per cent 
of cases. It is suggested that temporary ligature with 
the use of catgut or metal clips should be tried in cases 
of ascending or infectious thrombosis which fails to 
respond to antibiotics or anticoagulants. 

Cossio-Perianes, in 1949, suggested a new indica- 
tion for ligation of the vena cava, i.e., as a treatment 
for severe cardiac insufficiency not responding to med- 
ical treatment. The procedure is palliative; conges- 
tion, and the amount of blood flowing back to the 
heart are diminished. Objections to the procedure in- 
clude possible overloading of the collateral circulation 
and the danger of heart failure postoperatively be- 
cause of a sudden inadequate back-flow and inade- 
quate filling. 

With better X-ray visualization of the pelvic veins, 
the surgical treatment of chronic obstruction of these 
veins has been investigated recently. One-fifth of the 
author’s cases were extravascular obstructions due to 
injuries, metastatic lesions, and other conditions. 

The most frequent intravascular cause has been 
thrombosis of the pelvic veins. The acute process is 
treated with anticoagulant therapy. In chronic cases 
the diagnosis is usua]ly based on vein flow disturbances 
of the lower extremities, chronic ulcerations, and a 
tendency to delayed healing. 

The pathological findings in the chronic obstruc- 
tion consists of scarring, sclerosis of the vessel in both 
arteries and veins and of the wall of the vein itself with 
more or less extensive narrowing of the lumen. Left- 
sided involvement is much more frequent. 

Surgical measures include careful section of the vein 
and removal of the vascular plug. Further possibilities 
are resection of the obliterated part of the vein with 
venoplasty and pelvic sympathectomy. The principal 
indication for this technically difficult and time-con- 
suming procedure would be trophic changes severe 
enough to make the physician consider amputation. 

—W. Harrison Mehn, M.D. 


Two to Four Year Behavior of Vein Grafts in the 
Lower Extremities. Witt1am S. Dye, Witttam J. 
Grove, Joun H. Otwin, and Ormanp C, JULIAN. 
Arch. Surg., 1956, 72: 64. 


FIFTEEN PATIENTS who had had successful placement 
of vein grafts for a segmental arteriosclerotic occlusion 
were observed for 2 to 4 years. There had been a fairly 
high rate of initial failure, approximately 50 per cent. 

































Some of this failure had been due to large hematoma 
formation (from the use of anticoagulants) or to re- 
moval of an inadequate amount of diseased artery. 
In the long term cases, localized aneurysmal dilata- 
tions were noted, but there were no generalized dilata- 
tions. Late closure of vein grafts seemed related to the 
improper selection of cases or the inadequate resection 
of obstructed segments rather than to the vein graft 
itself. —Robert A. Nabatoff, M. D. 


BLOOD; TRANSFUSION 


Intra-Arterial Transfusion; Artificial Oxygenation of 
Bank Blood; Demonstration of Our Apparatus 
(Intraarterielle Transfusion; Kuenstliche Sauerstoff- 
saettigung des Konservenblutes; Demonstration un- 
seres Apparates). A. BERNER and L, HOoLLenpDeER, 
Helvet. chir. acta, 1955, 22: 333. 


INTRA-ARTERIAL TRANSFUSION for the resuscitation of 
patients in severe shock is justified if the blood is in- 
troduced into the failing circulation on the arterial 
side of the heart rather than that on the venous side. 
Thus the heart is spared the effort of pumping the 
additional blood through the pulmonary circulation 
at a time when its reserve may be critically impaired. 
Experimental data for these assertions were not pre- 
sented. In order to carry out intra-arterial transfusion 
it is necessary to have a blood transfusion apparatus 
capable of delivering, under pressure, 100 to 300 cubic 
centimeters of blood per minute. These blood trans- 
fusions should be administered with fully oxygenated 
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blood inasmuch as the transfused blood will not pass 
through the pulmonary circulation before it reaches 
the tissues. 

Preliminary experiments to determine the degree 
of saturation attained by bubbling oxygen through 
blood indicated that after 15 minutes of exposure to 
oxygen, a saturation of only 62.8 per cent was achieved. 
The volume of blood and other conditions for this 
result were not specifically stated. 

In 1947 the Russian Nikitin introduced the oxygen- 
ation of blood by means of hydrogen peroxide. The 
minute amounts of hydrogen peroxide required and 
the degree of saturation achieved recommended this 
technique to the authors. It is suggested that prior to 
the introduction of blood into the transfusion appara- 
tus 0.7 cubic centimeter of 30 per cent hydrogen 
peroxide be mixed with the bank blood, presumably 
for each 500 cubic centimeter volume, although this 
was not specifically stated. Immediate arterialization 
is achieved, and the blood is then transferred into an 
apparatus which permits oxygen to be bubbled 
through the blood and allowed to accumulate over 
the blood acting as a pressure chamber. By this means 
the oxygen pressure exerted on the surface of the 
blood permits withdrawal of the blood from the bot- 
tom of the flask under sufficient pressure to enable a 
transfusion rate of approximately 100 to 250 cubic 
centimeters per minute if the oxygen pressure is be- 
tween 100 and 150 mm. of mercury. The article con- 
tains a diagram of the simple apparatus employed. 
— Benjamin A. Barnes, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hydrodextran in the Treatment of Hemorrhagic 
Shock with Plasma Volume, Blood Volume, Protein, 
and Excretion Studies. J. HAaRoLtp Harrison, W. F. 
Durpen, and A. S. Kevtum. Ann. Surg., 1955, 142: 824. 


SIXTEEN PATIENTS were selected for study to evaluate 
the efficacy of hydrodextran unsupplemented in pa- 
tients with shock whose lowered blood volume was 
due to acute blood loss. Hydrodextran is a reduction 
product of dextran which is designed to decrease the 
reactions which occur with dextran. Both materials 
are effective blood plasma volume expanders, as the 
incidence of reactions with improved dextran has been 
low in recent years and none at all have been en- 
countered with hydrodextran. In the series of patients 
reported all were brought out of shock within 15 to 25 
minutes after the intravenous administration of hydro- 
dextran. There was no necessity for additional trans- 
fusion material of any kind after the patient recovered 
from shock. 

Hematocrit, plasma and blood volumes, plasma 
proteins, and total circulating proteins were deter- 
mined while the patients were in shock, and 30 min- 
utes, 12 hours, and 24 hours after they were brought 
out of the shock with hydrodextran. The hydrodextran 
blood levels and rate of excretion were also determined 
at intervals during the 24 hour postshock period. The 
patients revealed no adverse reaction, excessive bleed- 
ing, or late complications from infection or anemia. 

It was concluded that the hydrodextran was an 
effective, safe plasma volume expander. A blood loss 
of no more than 25 per cent of the normal circulating 
volume can usually be adequately replaced with hy- 
drodextran alone. More extensive hemorrhage may 
require the additional use of whole blood. It was 
suggested that with hydrodextran as a supplement in 
these cases, patients can be brought out of shock more 
rapidly, the incidence and severity of transfusion 
reaction would be lessened, and that the amount of 
whole blood necessary would be reduced. 

—John E. Karabin, M. D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Epiphyseal Injury Following Frostbite. Jack R 
Dreyruss and MEtvin J. Guimcuer. WV. England 7. M., 
1955, 253: 1065. 


Descriptions of frostbite have emphasized damage 
to the soft tissues, possibly because long term roent- 
genologic follow-up studies of frostbitten extremities 
have not been carried out. There has been little 
mention of injury of bones. Some osteoporosis in 
Involved digits, and some demarcated demineraliza- 
tion along phalangeal joint surfaces have been de- 
scribed 3 to 8 months after frostbite. There are 3 
reported cases in which digital epiphyses were de- 
stroyed or severely damaged. The authors present a 








fourth case, that of a 7-year-old girl who suffered 
a severe frostbite of her left hand when she was 2.5 
years old, with loss of her fingernails and some of the 
skin and finger pulp. There followed noticeable failure 
of growth in length in the frozen fingers, but no dis- 
turbance of function or sensibility. Examination dem- 
onstrated some flexion deformities. Roentgenograms 
showed absence of several phalangeal epiphyses and 
shortening of the affected phalanges. 
——Leonard D. Rosenman, M.D. 


The Successful Treatment of an 80 Per Cent Burn. 
G. D. Kay and R. M. Taytor. Canad. M. Ass. 7., 
1956, 74: 13. 


STATISTICALLY, all cases of 65 to 70 per cent surface 
burns show a 100 per cent mortality. This fact alone 
makes this case presentation worth reading. Full 
thickness burns in these cases were estimated as 60 
per cent and the remainder were less deep. 

The patient was treated by the exposure method on 
a Stryker frame, being turned frequently because of 
the circumferential nature of the burn. Extensive 
homografting was used to replace the eschar which 
was allowed to form. One interesting fact was that 
the homografts from the patient’s brother lasted for 8 
months before they disintegrated. Details of the man- 
agement including transfusions, testosterone, and var- 
ious dressing types are discussed. The authors are to 
be commended for their result in this case. 

—Harold M. Unger, M.D. 


The Influence of X-Radiation on Mortality Follow- 
ing Thermal Flash Burns; the Site of Tissue Injury 
as a Factor Determining the Type of Invading 
Bacteria. J. Douctas Reip, James W. Brooks, WIL- 
1AM T. Ham, and Everett Ipris Evans. Ann. Surg., 
1955, 142: 844. 


TissuE InJURY due to an atomic bomb explosion is 
caused by blast, thermal radiation, ionizing radiation, 
or by some combination of the three. The importance 
of each factor in producing injury or death is de- 
pendent upon the distance of the bomb victim from 
the point of the explosion as the attenuation of the 
ionizing and thermal radiation occurs at differing 
rates with increasing distance from the center of the 
blast. 

The authors have studied experimentally the effect 
of flash burns, roentgen irradiation burns, and flash 
burns and ionizing radiation as applied to 60 dogs. 
Twenty of these animals received only flash burns, 20 
received roentgen irradiation only, and 20 received 
both flash burns and ionizing radiation. The experi- 
mental studies on the dogs indicated that while a 
thermal flash burn or roentgen irradiation may be of 
such a degree that each in itself is relatively non- 
lethal, in combination, an increase of mortality will 
occur. 

The bacteremia due to streptococci and micrococci 
of relatively low virulence entering through the burn 
wound occurred in both the burned and the burned 











plus roentgen irradiated animals. The 100 roentgen 
irradiation alone does not predispose the animals to a 
bacteremia. This bacteremia appears to be a transient 
phenomenon in the burned animals alone. However, 
in the burned and roentgen irradiated animals the 
depression of the body’s defense mechanism by roent- 
gen irradiation, as evidence in part by the leucopenia, 
enables more virulent organisms to enter from the 
wound site and to produce a fatal septicemia. 

The site of the tissue injury and the local flora found 
therein appear to determine the type of invading 
bacteria. —John E. Karabin, M.D. 


ANESTHESIA 


Developments in Anesthesia; the Surgeon’s View- 
point (Die Wandlungen der Anaesthesie vom Stand- 
punkt des Operateurs). K. H. Bauer. Langenbecks 
Arch. u. Deut. Xschr. Chir., 1955, 282: 163. 


SURGERY AND ANESTHESIA are related by a common 
responsibility to the patient. The reason for the anes- 
thetist’s being is the care of patients in all their varia- 
bility. Primarily the patient comes to the surgeon. In 
the event of any untoward incident, anesthesia, age, 
illness, constitution, the various changes in the pa- 
tient and the operation are interwoven. Neither the 
patient nor the responsibility are divisible. The fate of 
the surgeon and anesthetist is bound together at the 
operating table, toward the patient, and in research. 

The surgeon can undertake many formidable pro- 
cedures only with the aid of an experienced anes- 
thetist. However, it is always a task for two, on an 
indivisible individual, the patient. Yet, the final pre- 
dominance of the operation is revealed in the greater 
risk assumed by the surgeon. This is reflected in the 
mortality rate, which is practically zero for anesthesia 
and from 6 to 10 per cent for major procedures. Just 
because the anesthetist contributes to the reduction of 
risk the surgeon can undertake more. 

Anesthesia and surgery must solve future problems 
together. Thus, artificial hypothermia would make 
possible operations within the chambers of the heart 
under direct visual supervision. 

Artificial respiration, which must be carried on for 
many weeks, following severe brain injuries or polio, 
presents many problems. An increased circulatory 
load is always involved. Because until now all respir- 
atory apparatus operated on a single phase, there is an 
increase in the endotracheal pressure, peripheral ven- 
ous pressure, and in the right auricle. However, recent 
changes in equipment, carried out by the author’s 
coworker, permit alternating phase respiratory appa- 
ratus which allows automatic respiration with ampli- 
tude and frequency control, and may be maintained 
for weeks with the least possible circulatory overloading. 

— Sidney Smedresman, M.D. 


The Technique of Artificial Respiration (Technique 
de la respiration artificielle), MAURICE CaRA. Anesthésie, 
Par., 1955, 12: 974. 


IN THIS COMPREHENSIVE TREATISE the author discusses 
the physiology of respiration and ventilation and its 
relation to the digestion and metabolism. In a second 
part of the article various techniques and apparatuses 
for artificial respiration are described in detail. 
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The absorption of oxygen and excretion of carbon 
dioxide and water in the respiration is in close rela- 
tionship with the excretion of water, electrolytes, and 
carbon dioxide by the skin, the feces, and the urine. 
For example, when the excretion by respiration is dis- 
turbed and consequently carbon dioxide is retained, 
the organism attempts to compensate the disequilib- 
rium by excretion of a very acid urine and by hyper- 
hidrosis. A sudden attack of sweating during artificial 
respiration always indicates the retention of carbon 
dioxide. After successful bronchial aspiration the at- 
tack of sweating ceases immediately. 

The close interdependence between respiration, 
digestion, and excretion via the kidneys, skin, and 
feces may cause a disturbance of the electrolytic equi- 
librium very early in conditions of respiratory insuf- 
ficiency whether the normal ventilation is over or 
under-compensated by artificial respiration. The clin- 
ical signs of acidosis and of alkalosis caused by re- 
spiratory disturbances are tabulated and their therapy 
is discussed. In artificial respiration overcompensation 
and alkalosis occurs more frequently than acidosis; 
the symptoms include dryness of the skin, pallor, 
bradycardia, hypotension, and finally coma and 
tetany. 

Especially in prolonged artificial respiration, which 
is necessary in paralysis of the respiratory muscles, an 
exact control of the oxygen intake and water and 
carbon dioxide excretion is essential to avoid danger- 
ous complications. Ventilation is defined as the prod- 
uct of tidal air and frequency of respiration. On the 
average the necessary air intake is 2 liters per minute 
up to 3 years of age, 4 liters between 3 and 7 years, 
6 liters between 7 and 12 years, and 8 liters for the 
adult. However, these amounts vary considerably ac- 
cording to weight, height, and the general condition 
of the patient; for instance, in fever they are markedly 
increased. They are measured by spirometry; dif- 
ferent types of spirometers are described in the article. 

The dead space plays an important role in condi- 
tioning the inhaled air for the gas exchange in the 
alveoli. If the dead space is reduced artificially as in 
tracheotomy or intubation, the inhaled air should be 
humid and warm to prevent exsiccation and obstruc- 
tion of the bronchioli. 

The level of carbon dioxide in the alveolar air is 
normally regulated by the impulses of the respiratory 
centers which keep it at a partial pressure of about 
40 mm. of Hg. When these controls of the organism 
are eliminated in artificial ventilation, it is the task of 
the anesthetist to maintain this level in order to avoid 
acidosis or alkalosis. 

Although acute anoxia is rapidly fatal, the organism 
tolerates gradual reduction of oxygenation quite well; 
and in chronic respiratory insufficiency slight hypoxia 
may even be beneficial to maintain the respiratory 
equilibrium. In these conditions oxygen therapy 
should be applied with caution because abrupt cor- 
rection of chronic hypoxia may lead to increased re- 
tention of carbon dioxide. 

The various methods of artificial respiration are 
tabulated, and their indications and contraindications 
are discussed. They include manual or mechanical 
artificial respiration, electrotherapy, oxygen therapy 
with or without intubation by the open, half-open, 
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and closed circuit. Special devices to provoke cough 
and to stimulate expectoration are described. A spe- 
cial chapter is devoted to the theory and technique of 
the respirator (iron lung) and the rocking bed. 

This comprehensive article should be studied in the 


original. — Werner M. Solmitz, M.D. 

Increase of Anatomic Respiratory Dead Space After 
Atropine Injection in Man and the Dog (Augmen- 
tation de l’espace mort respiratoire anatomique aprés 
injection d’atropine chez homme et le chien). J. W. 
SEVERINGHAUs and M. A. StuprEv. Anesthésie, Par., 
1955, 12: 859. 


THE AUTHORS determined the increase of respiratory 
dead space after the subcutaneous and intravenous 
injection of atropine sulfate in human beings and 
dogs. The amount varied between 0.5 and 1 mgm. in 
man and between 0.4 and 2 mgm. in dogs. 

In man the dead space increased by about 43 c.c. 
40 minutes after subcutaneous injection and by 47 c.c. 
in the average 11 to 16 minutes after intravenous in- 
jection. In dogs after tracheotomy and under arti- 
ficial respiration, intravenous injection increased the 
dead space by between 28 and 44 c.c., i.e., by about 
50 per cent of the normal. Bilateral vagotomy per- 
formed in 2 dogs increased the dead space by about 
76 per cent. 

These observations seem to indicate that a vagal 
tonus normally exists at the level of the trachea and 
the bronchial tree, which is considerably reduced or 
eliminated by atropine injection or by severing of the 
vagus nerves. — Werner M. Solmitz, M.D. 


Experimental and Clinical Results with Controlled 
Hypothermia. E. Crocatro and A. D. CatTTAneo. 
Anesthesiology, 1956, 17: 16. 


EXPERIMENTS with hypothermia were performed on 
guinea pigs and dogs. The survival at low temperatures 
was found to be related directly to the speed of refrig- 
eration as well as to rewarming speed. The use of 
hypothermia was enhanced by the use of a ganglion 
blocking agent. It was demonstrated that circulation 
and cardiac oxygenation are adequate at all tem- 
peratures to the point of asystole, or to a short time 
before final collapse. 

The problem of ventricular fibrillation and its sev- 
eral treatments is discussed. This condition is almost 
solely responsible for the death of animals during the 
processes of refrigeration and rewarming, and once 
fibrillation has taken place, all means of treatment 
that have been suggested are often ineffectual. 

Opening of the ventricles of the heart was performed 
in 45 dogs in which the arrest of blood circulation 
was attained. As a result of these experiments, it was 
found that refrigeration plus the use of ganglionic 
blockers produced better results than either of these 
agents alone; also, with this technique cardiac dis- 
turbances were almost absent, and the mortality rate 
was reduced. 

Clinically, 91 patients were cooled to 25 to 31 
degrees C. With the technique used, 3 out of 91 pa- 
tients died. The management of these cases involved 
the use of an antihistaminic agent preoperatively and 
the intravenous administration of 0.25 of a milligram 
per kilo of weight of a ganglionic blocker (pendiomid). 
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The authors conclude that: (1) refrigeration as well 
as rewarming, performed as quickly as possible, is 
an added safety measure and, in association with 
ganglion-inhibiting drugs, more rapidly produces the 
hypothermic condition, so that the cardiac distur- 
bances associated with hypothermia are largely 
avoided; (2) a rectal temperature of 27 to 28 degrees 
C. is recommended as optimal in neurosurgical cases; 
(3) more precise information on the physiology of the 
hypothermic condition is necessary. 

— Mary Karp, M.D. 


The Use of a Steroid (Viadril) as an Anesthetic 
Agent. Witu1am S. How.anp, C. Paut Boyan, and 
Kuo-Cuen Wana. Anesthesiology, 1956, 17: 1. 


THE AUTHORs present their findings in the clinical in- 
vestigation of hydroxydione, a steroid which is a non- 
analgesic hypnotic analogous to the thiobarbiturates. 
It produces somnolence followed by deep sleep within 
10 to 15 minutes after its administration intravenously. 
It is less potent and slower in action than the ultra 
short-acting barbiturates. Anesthesia was administered 
to 126 patients in the form of a 1 per cent solution of 
hydroxydione in sodium chloride. This solution may 
be irritating to the veins and subcutaneous tissues. 
The depth of sleep was not sufficient to abolish reflex 
reactions to painful stimuli; therefore, all operations 
in this series required the addition of some analgesic 
agent other than hydroxydione. Usually nitrous oxide 
was sufficient, but on a few occasions small amounts 
of cyclopropane or diethyl ether were required. The 
pharyngeal and laryngeal reflexes were obtunded. 
The effect on respiration was variable, with less ten- 
dency to produce depression or apnea than the thio- 
barbiturates after an increased rate occurred. Hydrox- 
ydione may produce a serious circulatory hypotension. 
The disadvantages of the drug are: prolonged in- 
duction, the risk of phlebitis, hypotension, and an 
increased respiratory rate. For these reasons the au- 
thors believe that further evaluation and improvement 
of this agent is necessary before its use can be univer- 
sally accepted. — Mary Karp, M.D. 


Anesthesia and Supportive Therapy During Mitral 
Commissurotomy. Rosert T. Patrick. Arch. Surg. 
1955, 71: 907. 


THE AUTHOR, an anesthesiologist, describes expe- 
riences at the Mayo Clinic during the period from 
1951 to 1954 with 185 patients on whom operations 
were performed with the purpose of relieving mitral 
stenosis. The ages of the patients ranged from 14 to 59 
years, and about one-third were males. Approxi- 
mately three-fourths of the patients were severely in- 
capacitated before operation. ‘ 

In the over-all management of these patients, the 
surgeon, the cardiologist, the physiologist, and the 
anesthesiologist comprise a team, individual mem- 
bers assuming responsibilities related to their interests 
and skills. The obligations undertaken by the anes- 
thesiologist include preoperative sedation, adminis- 
tration of anesthesia, estimation of circulatory and 
respiratory efficiency during operation, and treatment 
of deviations from a physiologic state with appropriate 
fluids, drugs, or blood. The cardiologist reviews the 
status of all patients before operation, and, with the 





































surgeon, decides on desirability of, and optimal time 
for surgical measures. 

Anesthesia is designed to give quiet induction, quiet 
maintenance, and maximal oxygenation. All patients 
receive 8 to 15 milligrams of morphine sulfate hypo- 
dermically, and most of them receive 100 milligrams 
of pentobarbital sodium by mouth for preoperative 
sedation; atropine sulfate is not used on the assump- 
tion that tachycardia will be less frequent. This is fol- 
lowed by induction with nitrous oxide, oxygen in a 
concentration of 20 per cent or more, and ether, and 
this by maintenance with ether and oxygen. Anes- 
thesia is maintained at the lightest level suitable for 
the surgical procedure. Hypotension is not uncom- 
mon, even in the absence of massive hemorrhage or 
when the mitral orifice is blocked by the surgeon’s 
manipulations. 

Blood administered in the course of operation 
ordinarily was in the amount of 250 cubic centimeters 
less than the estimated amount lost, in a deliberate 
attempt to avoid circulatory overloading. Greater re- 
liance was placed on assuring oxygenation and light 
anesthesia than on administration of vasopressor 
drugs to sustain adequate circulation. 

Electrocardiographic tracings were made at inter- 
vals on all patients. Variations in cardiac rate and 
rhythm were not uncommon complications. Auricu- 
lar fibrillation anteceding operation increased the 
hazard of cerebral complications. Cardiac arrest oc- 
curred in 4 patients, in all but one as a sequel to 
massive hemorrhage. Two of the patients recovered. 
In 4 other patients, postoperative atelectasis, confined 
to one lobe, developed. Recovery was complete after 
corrective measures were instituted. 

—Edwin 7. Pulaski, M.D. 


Complications of Anesthesia During Radical Surgery 
About the Head and the Neck. OLGA ScHWEIZER. 
Anesthesiology, 1955, 16: 927. 


THE comPLications of radical surgery in the area of 
the head and neck are discussed from the anesthesiolo- 
gist’s point of view with emphasis on his important 
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role in the diagnosis, prevention, and treatment of 
these untoward events. The necessity of maintaining 
an unobstructed airway during operative procedures 
on the head and neck is stressed. The technique de- 
vised by Howland is used in the majority of these pa- 
tients. This involves topical application of 5 per cent 
cyclaine and insertion of the endotracheal tube in the 
awake patient. Preliminary tracheostomy is per- 
formed in all patients in whom endotracheal intuba- 
tion presents unusual problems. 

Carotid sinus reflexes may be a frequent source of 
complications. They are avoided by infiltration of the 
sinus area with procaine and by intravenous injec- 
tions of atropine sulfate. Tension pneumothorax is an 
infrequent but potentially dangerous complication of 
operative procedures in the lower cervical region. It 
may be due to a rent in the dome of the pleura, to the 
anatomical configuration of the deep cervical fascia, 
or to a rupture of a dilated alveoli with subsequent 
escape of air into the interstitial tissues surrounding 
the pulmonary vessels. 

The most effective therapy is drainage of the pleural 
cavity through the third or fourth intercostal space 
anteriorly. The use of positive pressure for the ad- 
ministration of oxygen is contraindicated in patients 
suffering from pneumothorax since it tends to aggra- 
vate the respiratory distress. ; 

The complication of sudden marked elevation of 
the intracranial pressure following bilateral neck dis- 
sections is discussed. The greatest danger in bilateral 
removal of the internal jugular vein is not present on 
the operating table but in the first 48 hours of the post- 
operative period. It is advisable to keep the patient in 
moderate reverse Trendelenburg position to facilitate 
venous return to the collateral circulation and to de- 
crease the loss of blood. A tracheotomy is performed 
routinely in every operation in which both internal 
jugular veins have been sacrificed to eliminate the 
danger of respiratory obstruction from laryngeal 
edema. Should signs of increased intracranial pressure 
develop, slow drainage of the spinal fluid will effect a 
reversal of this condition. — Mary Karp, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Roentgenologic Findings in Instances of Erroneous 
Clinical Diagnosis in the Region of the Major Sali- 
vary Glands (Roentgenbefunde bei klinischen Fehl- 
diagnosen in Bereiche der grossen Mundspeicheldrue- 
sen). K. Premrrer. Fortsch. Roentgenstrahl., 1955, 83: 
819. 


THERE WERE 33 instances of erroneous clinical diag- 
nosis (about 13 per cent) in approximately 250 lesions 
of the salivary glands during the past 10 years at the 
Roentgen Institute of the University of Leipzig in 
Germany. This material included 191 patients with 
lesions of the parotid gland (23 erroneous diagnoses) 
and 78 with lesions of the submaxillary gland (10 
erroneous diagnoses); no instances of lesions of the 
sublingual gland are included. 

For purposes of discussion the material is divided 
into 2 groups: the oncologic and the lithiasic diseases. 
There were 18 instances of tumor and 15 of stone. A 
selective distribution of these 2 types of lesion became 
evident. For instance, in the parotid gland the oncolo- 
gic diseases comprised 80 per cent of the lesions, in the 
submaxillary gland they made up only 10 per cent, 
and in the sublingual gland the respective percentages 
were 10 and 5. 

Four representative case histories are appended. In 
the first the clinical diagnosis was tumor of the parotid 
gland. Sialography disclosed irregular ectasias of the 
duct in its anterior portion, while the posterior section 
was normal, that is, the sialographic findings were not 
typical for tumor. A few days later the histologic 
demonstration of actinomycosis in the discharges from 
a parotid fistula was successful. The patient was cured 
with penicillin and roentgen irradiation. 

In the second case tuberculous lymphadenitis was 
diagnosed clinically. The sialogram, however, dis- 
closed a walnut-sized area which was free of the 
shadow of the branches of the salivary duct. There 
were no caliber variations of the ducts. The corrected 
diagnosis was expansively growing tumor of the lower 
pole of the parotid gland. The presence of mixed 
tumor of the parotid was verified histologically at 
operation. 

In the third case the clinical diagnosis was salivary 
stone of the right submaxillary gland. The sialogram 
in this instance disclosed the branching patterns of 
the duct in their normal location. Toward the periph- 
ery of the lateral portion of the pattern the branches 
evidenced irregular dilatations and vague contours. A 
stone in the duct could be definitively excluded. The 
irregularities of the peripheral branchings evidenced 
inflammatory pathology with etiologic relationship 
with the roentgenologically demonstrated adjacent 
shadow mass. Operation substantiated the absence of 
stone in the salivary duct, and the histologic examina- 
tion of the removed mass disclosed the form of plasma 
cellular inflammatory swelling (calcified lymphoma) 
without evidence of either tuberculosis or malig- 
nancy. 
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In the fourth case the clinical diagnosis was sarcoma 
metastasis. Six months previously the patient had 
received roentgen irradiation therapy for a retrothelial 
sarcoma of the left tonsil. There was now a plum- 
sized swelling in the left submaxillary region and the 
pilot film disclosed a calcified shadow caudal and 
ventral to the angle of the mandible. The sialogram of 
the left submaxillary salivary duct did not show any 
penetration of the shadow-casting material into the 
gland substance. There was a meager collection of this 
material behind the calcified mass, the majority of the 
material returning along the injecting cannula into 
the mouth cavity. The roentgen diagnosis of occlusive 
stone in the upper pole of the left submaxillary sali- 
vary gland wassubstantiated at operation. The patient 
stated that he had formerly lost a “‘tooth’”’ which had 
been loosened by a suppurative process in the region 
of the left lower incisor teeth; the “‘tooth,” when pro- 
duced, proved to be a cylindrical salivary stone. 

These 4 cases, therefore, represent 4 subgroupings: 
namely, a tumor falsely diagnosed and one correctly 
diagnosed, and a stone falsely diagnosed and one cor- 
rectly diagnosed. Nevertheless, as successful as the 
roentgenologic diagnoses have shown themselves in 
this material, the author does not mean to imply that 
the roentgenological examination of the salivary 
glands will be sufficient in every instance. The sialo- 
graphic method itself is subject to limitations in its 
use; it will not help in many cases in which the lesion 
has not advanced sufficiently to deform the salivary 
duct system, and will not suffice in many instances in 
which the duct cannot be injected, nor in many condi- 
tions in which there is a pathological dissemination of 
the contrast material into the gland parenchyma 
(lymphopathy). The author regards the method as a 
valuable supplement to the other methods of examina- 
tion of the salivary glands. 

—John W. Brennan, M.D. 


Outstanding Problems Regarding Roentgenologic 
Opacification of the Spinal Canal (Aktuelle Prob- 
leme in der Kontrastmitteluntersuchung des Wirbel- 
kanals). K. Remnnarpt. Fortsch. Roentgenstrahl., 1955, 
83: 809. 


EVEN WITH THE USE of the less viscid pantopaque, as 
developed by the University of Rochester and East- 
man Kodak Company in 1944, the problem of a 
perfectly innocuous contrast material for myelographic 
examination is still unsolved. Following the injection, 
the pantopaque can seldom be removed in toto from 
the caudal end of the dural sac; at most the removal 
will be only partial. This objection to its use is par- 
ticularly imposing in view of the fact that the clinical 
manifestations of oil granuloma in the subarachnoidal 
space seem to parallel the quantitative residuum of 
the opacifying medium. Nevertheless, myelography 
cannot be dispensed with, particularly in the cases of 
disc hernia as gas myelography does not give reliable 
results in lesions of the lower lumbar spinal structures 
in general, and in hernias of the nucleus pulposus in 





particular. In this opinion the author is supported by 
the latest publication on the subject written by Pia. 
The author asserts that, even when the new prepara- 
tion, discolipiodol is used (Guerbet, Paris) a residue 
remains. He has been able to show that, by means of 
control roentgenograms, the contrast medium is still 
present after days, weeks, and (in 1) case after 2.5 
months. 

Nevertheless, the author insists on the necessity of 
completing the clinical examination by means of the 
myelographic exposure. In this connection he presents 
a table showing that in the material selected the 
neurologic examination of the disc hernia showed no 
hernias of the disc between the second and third, and 
between the third and fourth lumbar vertebrae; there 
were positive findings of disc hernia between the 
fourth and fifth lumbar vertebrae in 40 per cent and 
of disc hernia between the fifth lumbar and the first 
sacral vertebrae in 60 per cent; multiple herniations 
were not demonstrated. With myelographic localiza- 
tion, on the other hand, the corresponding percentages 
were 3, 17, 33, and 25. Finally, multiple herniations 
were uncovered in 15 per cent of the patients. The 
author further calls attention to the fact that the 
absence of prolapse was not demonstrable in the 
neurologic examination, whereas such absence was 
demonstrated by the myelographic method in 7 per 
cent of the cases. Of the patients, 13 per cent were 
operated upon later, and the myelographic diagnosis 
proved to be correct in every instance. 

This discrepancy between the neurologic and the 
myelographic findings can hardly be neglected by the 
surgeon, particularly since the operative work, which 
ignores the possibility of the more highly placed disc 
herniations, is frequently somewhat less than satis- 
factory. Presumptions have been made as to why these 
upper lumbar hernias are able to produce pain in the 
more distally placed segments (sciatica); however, 
such suggestions have been in the form of pure hypoth- 
eses. It is possible that some of the stubborn sciaticas 
are produced by subluxations of the small interspinal 
joints, or by the protruding edge of a spondylolithiasic 
displacement; however, these conditions can, as a 
rule, also be revealed only by roentgenology. 

The described complications of myelography, of 
course, represent late results; however, there are also 
immediate complications, such as, shock, collapse, 
respiratory paralysis (from the anesthetic preparation 
used with the contrast material), delirium, and psy- 
chosis. The author believes that he is successfully 
combating these manifestations by means of pre- 
medication with a barbiturate (effortil) and a so- 
called neuroganglionic blocking agent (phenergan). 

— John W. Brennan, M.D. 


Gastric Granuloma with Eosinophilic Infiltration; 
Report of 2 Cases. Marcus J. Smiru. Radiology, 1956, 
66: 177. 


THE AUTHOR presents 2 histologically proved cases of 
gastric granuloma with eosinophilic infiltration. The 
article is accompanied by excellent roentgenograms 
and microscopic descriptions, as well as photomicro- 
graphs of the involved lesions. Both lesions involved 
the submucosa and mucosa of the distal end of the 
— Moris Horwitz, M.D. 


stomach. 
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Idiopathic Chronic Ulcerative Colitis and Regional 
Enterocolitis. A. JAMES FRENCH and S. A. VANDER. 
Am. F. Roentg., 1955, 74: 977. 


THE AUTHORS review 53 cases of idiopathic chronic 
ulcerative colitis and 30 cases of regional enterocolitis 
from the surgical material of the University of Michi- 
gan Hospital, Ann Arbor, during a 10-year period. 

The work done by the authors indicates that appar- 
ently there is some relationship between the two 
entities but that they may be differentiated on clini- 
cal, pathologic, and roentgenologic study. It is be- 
lieved that the etiology and pathogenesis of these con- 
ditions, while not clearly established, may be associ- 
ated with a hypersensitivity to tissue reaction (the 
view expressed by many other authors). 

In the pathologic description of the material re- 
viewed, pseudotubercle formation, metaplasia of in- 
testinal epithelium to Brunner’s type glands, and 
barium granulomas were found to be present fre- 
quently, both in idiopathic ulcerative colitis and 
regional enterocolitis. Carcinoma occurred in 3.8 per 
cent of the cases of ulcerative colitis, but was not 
found in any case of regional enterocolitis. 

— Moris Horwitz, M.D. 


Experiences with Biligrafin in Intravenous Cholan- 
giocystography (Erfahrungen bei der intravenoesen 
Cholangiozystographie mit Biligrafin). U. Fete. 
Fortsch. Roentgenstrahl., 1955, 83: 445. 


IN THIS REPORT the author discusses 18 months’ expe- 
rience with biligrafin and biligrafin forte at the 
Roentgenologic Institute directed by Schinz at Zurich, 
Switzerland. In this study there were 405 examina- 
tions with biligrafin; 53 of the patients involved had 
undergone a cholecystectomy. 

The oral method of cholecystography has not been 
entirely abandoned, for with it much useful informa- 
tion can be obtained without hospitalization of the 
patient and the other inconveniences of the intra- 
venous method. 

With the intravenous form of examination, how- 
ever, in a surprisingly large percentage of cases the 
bile passages are visualized. The gallbladder is dem- 
onstrated even in the presence of extensive disease of 
this viscus. With a normal excretory function of the 
liver the biliary passages are demonstrable in 98 per 
cent of cases. There is the added advantage in the cases 
in which the gallbladder itself is not visualized, of the 
possibility of demonstrating the bile ducts. If the bile 
ducts are to be most satisfactorily visualized the ini- 
tial exposure must be made not later than 30 or 40 
minutes after the injection since they reach optimal 
opacification earlier than does the gallbladder. 

The exposure is made with 55 to 65 kilovolts and 300 
milliamperes, using a Bucky diaphragm and an ex- 
posure time of 0.5 to 1 second. Tomography is espe- 
cially useful in ruling out the presence of stone in the 
biliary passages; this method was employed by the 
author in 6 instances, in 4 the diagnosis of stone was 
substantiated and in the remaining 2 the presence of 
stone was excluded. 

A further advantage of this new method lies in the 
fact that the width of the bile duct can be measured 
on the film; the dilatation of the hepatic duct can be 
determined apart from any change in the common 
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duct. The frequency of isolated dilatation of the 
hepatic duct in patients after cholecystectomy leads 
the author to wonder if a part of these manifestations 
may not be physiological. 

In 40 patients biligrafin did not produce a clearly 
discernible opacification of the biliary system. In 13 
of these 40 patients the tests of liver function disclosed 
severe damage to the hepatic parenchyma; in 21 the 
liver tests were not markedly abnormal, but the bili- 
rubin titer tended to be more or less elevated. These 
results were, however, too variable to permit of sug- 
gesting the use of this method in distinguishing be- 
tween obstructive jaundice and failure of the hepatic 
excretory function. If obstruction of the bile passages 
can be ruled out the method might serve to indicate 
parenchymatous damage to the liver. 

Thirty examinations have now been conducted with 
the new stronger (50 per cent) biligrafin forte; with 
the newer preparation 20 c.c. will do the work of 40 
ccm. of the sodium salt of biligrafin. With this new 
preparation the author has gained the impression that 
the shadows formed are somewhat clearer. The author 
also emphasizes the fact that at least twice as much 
time must be taken for the injection of this material as 
for that of the older preparation. 

— John W. Brennan, M.D. 


The Osseous Manifestations of Lymphogranuloma 
and of Lymphosarcoma (Le manifestazioni ossee del 
linfogranuloma e del linfosarcoma). Rosperto D’ALO 
and Carto Potvant. Radiol. med., Milano, 1955, 41: 
1169. 


THIRTY-THREE CASES of lymphogranuloma, or Hodg- 
kin’s disease, and 11 cases of lymphosarcoma pre- 
sented roentgenologic evidence of bone involvement. 
These figures represented, respectively, 12 per cent of 
280 cases of lymphogranuloma and 8 per cent of 121 
cases of lymphosarcoma received at the Institute of 
Roentgenology and the tumor clinic in Milan, Italy, 
in the period from 1928 to 1954. 

The roentgenologic findings in the involved bones 
were so similar in the two conditions that they could 
not be used for a differential diagnosis. The changes 
encountered consisted, in general of lytic, sclerotic, 
and mixed (lytic and sclerotic) changes, and peri- 
ostial and pseudocystic lesions. These changes are not 
essentially different from the bone findings in other 
diseases of the bones in general, that is, they are not 
pathognomonic of these two bone diseases. Neverthe- 
less, they are frequently characteristic enough to sug- 
gest the presence of the diseases mentioned. These 
characteristics may be cited as asymmetrical and 
superficial erosions and abrasions of the anterolateral 
surfaces of several contiguous bodies of the vertebral 
column; that is, they are on the surface, rather than 
within the bone, and are associated with erosive and 
destructive lesions of the transverse processes and 
their contiguous rib ends, and with evidence in places 
of sclerotic changes and shadows (with the soft tube) 
of the appurtenant enlarged lymph gland groups. 
When these findings are present, they give rise to a 
probable diagnosis of lymphogranuloma or of lympho- 
sarcoma. 

The osseous lesions may involve other components 
of the skeletal system than the spinal column and ribs 
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and, when not associated with these last named skele- 
tal findings, may give rise to difficult diagnostic 
problems. Incidentally there was no instance in this 
material of involvement of the cranium. 

The lesions exhibited, in general, two types of be- 
havior. First there were the superficial lesions starting 
on the surface—as a rule contiguous to the well known 
packets of lymph glands, tending to invade the bone 
from the surface, and noticeably rare in the regions 
where the lymphatic gland groups are rare or absent 
—and the central osseous lesions which tended to 
spread centrifugally, suggesting a blood-borne or 
lymph-borne route of dissemination, unquestionably 
of graver prognostic significance than the surface 
extension type. In fact, the bone involvement un- 
doubtedly worsens the prognosis, but it cannot be 
construed as indicating a terminal, or even ad- 
vanced, stage of the disease, nor can it be considered 
as always representing a process secondary to the 
glandular processes. In fact, these roentgenologic 
changes were at times so early in their manifestations 
as to suggest (but not prove) a primary involvement 
of the skeleton. Particularly, the central lesions would 
suggest a general disease with primary involvement of 
the bone marrow; however, in the authors’ studies 
this could not be proved to be a fact. 

The most efficacious therapy is considered to be 
irradiation; it is usually successful in almost immedi- 
ately relieving pain and, although the bone involve- 
ments are, in general, not so sensitive as the glandular 
and visceral involvements, the authors have observed 
a certain amount of recalcification of the lytic bone 
lesions and a less marked but noticeable clearing up 
of the sclerotic processes. The results of irradiation 
therapy have been so definite as to suggest a much 
wider use of this mode of treatment than has pre- 
viously been considered, even in the absence of lesions 
demonstrable roentgenologically. 

— John W. Brennan, M.D. 


Sclerosing Osteogenic Sarcomatosis; a Radiologic En- 
tity. Joun E. Mosetey and Murray H. Bass. Radi- 
ology, 1956, 66: 41. 


A FEW SCATTERED case reports have appeared, of 
multiple osteogenic sarcomas occurring simultaneously 
in numerous bones of the skeleton. The authors pre- 
sent such a case in a five-year-old girl. In reviewing 
the literature, they found 3 cases with radiographic 
features practically identical to those seen in their 
patient. These features are striking, bizarre, and easily 
recognizable. In the long and short tubular bones, the 
sclerotic process has a marked predilection for the 
metaphyses. There is similar involvement of the ribs, 
clavicles, numerous round and flat bones, the ver- 
tebrae, and several epiphyses. Areas of soft-tissue 
calcification may be evident. In some regions, the 
process is limited to the bone; in others it perforates 
the cortex and extends into the subperiosteum or 
adjacent soft tissue. 

All of these patients were young persons whose bones 
were in an active stage of growth. Biopsies of the 
lesions showed them to be sclerosing osteogenic sar- 
comas. In no case could there be demonstrated any 
underlying disease which might predispose to sarcoma- 
tous change. No history of ingestion of any radioactive 
























































substance could be elicited. Several hypothetical ex- 
planations for the process are made by the authors. 
—Frank L. Hussey, M.D. 


MISCELLANEOUS 


Irradiation Injuries and Their Treatment (Strahlen- 
schaeden und ihre Behandlung). H. Karcuer and 
D. Geuria. Langenbecks Arch. u. Deut. Xschr. Chir., 1955, 
280: 577. 


THIRTY-SEVEN PATIENTS with irradiation injury have 
come for treatment to the Surgical Clinic of the Uni- 
versity of Heidelberg, during the past 7 years, 20 of 
them during the past 2 years. In 3, spontaneous frac- 
tures had occurred; following irradiation of a bone 
tumor in one, irradiation of an inflammatory lesion 
of the hip joint in the second, and irradiation of cancer 
of the ovary in the third. In 22 cases irradiation ulcers 
were present and in 12 carcinoma (32.5 per cent). 

In 40.5 PER CENT of the cases for which the irradia- 
tion therapy was given the lesions were nonmalignant. 
The authors’ superior, K. H. Bauer, in his treatise, 
“Das Krebsproblem,” (Berlin: Springer, 1949) has 
designated as syncarcinogenesis the factors other than 
irradiation treatment which are involved in the de- 
velopment of the carcinoma. In several of the tumor 
cases reported the presence of such syncarcinogenetic 
factors could be determined. 

The best treatment for irradiation injuries is ex- 
cision of the tissues involved and their replacement 
by pedicled skin transplants. Once the condition has 
become established the sooner the tissues are excised 
and replaced the better, since ulceration and even 
malignant degeneration usually develop later. Such 
treatment will obviate amputations by preventing 
the later development of ulceration and cancer. In 3 
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patients of the authors’ material amputations, one of 
a finger, two at the hip had to be done. 

In an attempt to lessen the incidence of these se- 
rious consequences of irradiation therapy, the authors 
make certain suggestions. They believe that benign 
tumors and diseases of the skin should not be sub- 
jected to roentgen therapy if repetition of the treat- 
ment may be necessary. Patients sometimes change 
physicians; the new therapist may not be aware of 
the previous treatment, or of the amount of treatment 
given. The irradiation of benign tumors brings with 
it the danger of tissue injury and the possibility of 
development of a malignant irradiation tumor, com- 
plications all out of proportion to the benefits to be 
expected from this form of therapy. The tissues which 
have been injured by irradiation should not be further 
subjected to further radiation of any wavelength 
whatsoever. In the treatment of deeply placed malig- 
nant tumors the protection of the host tissues requires 
that irradiation therapy should be given only in the 
form of rotational or oscillational methods of applica- 
tion of the rays. 

In malignant conditions of advanced character the 
risk of irradiation injury is to be considered as insig- 
nificant in relation to any results to be expected from 
the treatments themseives, since in more than 80 per 
cent of instances the patient dies within a foreseeable 
time, no matter what the treatment. In the authors’ 
cases the interval between the last irradiation treat- 
ment and the appearance of the irradiation lesion 
averaged more than 4 years. 

Although attempts to lower the irradiation sensi- 
tivity of the tissues have not met with universal ac- 
ceptance the authors believe there is hope the problem 
may be solved. — John W. Brennan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Studies of the Reservoir Function of Normal and 
Inflamed Gallbladders in Dogs. Witttam C. SHoE- 
MAKER, ALEX W. ULIN, and JosEpH M. GAmBESCIA. 
Gastroenterology, 1955, 29: 1024. 


EXPERIMENTAL STUDIES were conducted to evaluate 
the estimation of the reservoir function of the gall- 
bladder as an adjunct in the study of biliary tract 
disease. Using anesthetized dogs, the gallbladder was 
measured, and the volume was calculated by use of 
the formula for volume of an elliptical spheroid. So- 
dium dehydrocholate (4 cubic centimeters of a 20 per 
cent solution of decholin) was then given intrave- 
nously. In normal dogs the volume of the gallbladder 
increased an average of 104 per cent. 

A second series of dogs was subjected to the same 
study with an average increase in volume of 98 per 
cent after the administration of sodium dehydrocho- 
late. Experimental cholecystitis was then produced in 
the same animals by intravenous Dakin’s solution as 
described by Mann (Ann. Surg., 1921, 73: 54). Sodium 
dehydrocholate then produced an increase in volume 
of only 31 per cent. There was some evidence that the 
reservoir function decreased as the degree of cholecys- 
titis increased. These findings indicate a marked im- 
pairment of the ability of the gallbladder to expand 
in response to intravenous sodium dehydrocholate 
after the induction of mild to moderate degrees of 
experimentally induced cholecystitis. 

Oral cholecystography was done on unanesthetized 
animals before and after sodium dehydrocholate. 
Marked expansion was evident but the method was 
considered inaccurate because of multiple technical 
variables. 

Common duct pressure was measured before and 
after sodium dehydrocholate. In the normal dog, fol- 
lowing the injection, the pressure in the common duct 
remained relatively constant for 20 minutes, during 
which time the gallbladder dilated. When dilatation 
reached the maximum, common duct pressure rose 
abruptly for the next 10 to 20 minutes and then fell 
slowly as resistance of the sphincter of Oddi was over- 
come. In dogs with cholecystitis, expansion of the 
gallbladder was slower and less pronounced. Common 
duct pressure rose more rapidly but did not equal 
that in normal dogs, thus indicating a dilation of the 
biliary tract compensating for the lack of reservoir 
capacity. After cholecystectomy, sodium dehydro- 
cholate produced a prompt and very high rise in 
common duct pressure as a result of gallbladder 
reservoir loss. 

These studies lend further weight to the supposition 
that expansile capacity of the gallbladder may be a 
reliable indication of gallbladder function. The ad- 
ministration of sodium dehydrocholate in association 
with cholecystography in a sma!l number of patients 
has resulted in promising results. 

—Lockert B. Mason, M.D. 
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Skeletal Lesions Following Internally Administered 
Radium. RicHarp H. MarsHak, Rosert A. NEw- 
BURGER, and JoAN Exrasopu. 7. Am. M. Ass,, 1956, 
160: 41. 


NUMEROUS INSTANCES of injury or death caused by in- 
ternal deposition of radioactive substances have been 
reported in the past, but few cases showing the late 
effects of these substances appeared in the literature 
until 1952. 

The authors present the case of a 58 year old man 
with a body radium content of less than 0.7 mcg. In 
1914, he was given a series of approximately 24 intra- 
venous injections of radium salts plus a small quantity 
of radium water orally as treatment for severe arthritis. 
In 1945, he also received gold salt injections. In July 
1953, a survey revealed radioactivity over the knee, 
ankles, wrists, and temporomandibular joints. Ap- 
proximately 0.2 mcg. of radium had remained in the 
patient’s body up to this time. Roentgenograms re- 
vealed radiation osteitis, rheumatoid arthritis, and 
secondary osteoarthritis involving the metaphysial 
regions of the long bones at the knees, ankles, and 
wrists; the shoulder joints, hips, and pelvis, as well 
as the skull, were similarly affected. 

Injury to the body by internally deposited radio- 
active materials depends on the amount and nature 
of the material as well as its distribution. Radium is 
deposited primarily in the skeleton from whence it is 
given up quite slowly, which accounts for the pre- 
dominance of skeletal alterations in patients with 
chronic radium poisoning. The uptake and withdraw- 
al rate of radium varies in different parts of the skele- 
ton. The pathogenesis of the bone destruction appears 
to be a form of aspetic necrosis followed by mineral 
resorption from the dead bone. The bone destruction 
is thought to be due to damage to the local vascular 
supply by the alpha rays of the radium. 

A rather detailed description of the skeletal changes 
is presented, but in general, the clinical findings are 
bone changes of a destructive and reactive nature, 
viz., bone deformities and fractures, neoplasms of 
bone or adjacent soft tissues, dental caries and ne- 
crosis, and osteomyelitis of the mandible with loss of 
teeth. — James H. Holman, M.D. 


Some Surgical Aspects of Anemia. ALAN PERRY. 
Lancet, Lond., 1955, 2: 1349. 


THE AUTHOR discusses various conditions which are 
either due to surgery or amenable to surgical correc- 
tion, and in which anemia is the main problem. 

Pernicious anemia may occur fortuitously in a pa- 
tient who has had a gastrectomy. It must always be 
remembered that patients with pernicious anemia de- 
velop carcinoma of the stomach in higher frequency 
than the normal population. 

Acute anemias result from hemorrhage in a variety 
of bleeding surgical conditions which may require 
surgical management. Chronic anemias are most 
usually due to carcinoma of the stomach or of the 
large intestine. Bleeding from a Meckel’s diverticulum 





containing ectopic gastric mucosa may cause an 
anemia. Adhesions of a congenital or of an acquired 
nature may cause anemia by pressure on a loop of 
bowel with resulting ulceration and bleeding. Acho- 
luric jaundice or hemolytic jaundice is a surgically 
treated anemia because splenectomy is almost always 
curative. Intestinal hemangiomas, thrombocytopenic 
purpura, and “splenic anemia” are other causes of 
anemia which are amenable to surgical correction. 
Representative cases of each condition are presented. 
—Harold M. Unger, M.D. 


Surgical Implications of Nonthrombocytopenic Pur- 
— James P. Mutpoon, AtFrep M. BeErc, and 
Avip W. Kinnairp. Ann. Surg., 1955, 142: 817. 


Tue AuTHORS describe their experiences with 3 cases 
of Henoch-Schénlein purpura. On the basis of their 
findings, they present several important considera- 
tions of interest to the general surgeon. The most 
significant of these is that the onset of a given episode 
of the Henoch-Schénlein syndrome may be with 
severe abdominal pain. This pain may readily be 
confused with indications for exploratory celiotomy. 
However, the presence of the following peculiarities, 
if considered, should suggest to the surgeon another 
less common condition: (1) absence of evident cause 
for the abdominal symptoms; (2) associated skin and 
joint pathology; (3) shifting of the pain from one sec- 
tion of the abdomen to another; (4) change in the 
character of the pain during different attacks; (5) 
lack of rigidity and muscle spasm in keeping with the 
severity of the pain. 

The Henoch-Schénlein syndrome includes sub- 
mucosal hemorrhage and edema, frequently in the 
small bowel. These lesions explain the abdominal 
pain. For the most part, they are self-limited and 
recovery is the general rule. Intussusception, because 
of the edematous bowel wall and perforation, is the 
only indication for surgery in this condition. If, at 
laparotomy, one finds multiple hemorrhagic segments 
of bowel without any evidence of perforation, no 
surgical attack should be undertaken; however, 
should one find impending perforation, resection is 
advocated. —Robert W. Williams, M.D. 


Shock. JONATHAN E, RHoaps, WiLL1AM S. Vaun, WIL- 
t1AM M. Parkins, MAx Ben, and Harry M. Vars. 
Surg. Clin. N. America, 1955, 35: 1585. 


HyPovoLeMIc sHocK, including wound shock, tourni- 
quet shock, burn shock, traumatic shock, operative 
shock, and hemorrhagic shock, is the theme of this 
discussion. Recently, Fine has added the effects of 
bacteria and antibiotics on the course of hemorrhagic 
shock. Hypothermia has been studied in many labo- 
ratories and has been shown to alter the tolerance of 
the organism for ischemia. The “‘lytic cocktail” of the 
French investigators has been shown to alter the re- 
sponse to hypotension. All these new factors must be 
evaluated and placed in the chain of knowledge of 
shock. 

Once hypovolemia has occurred, the following chain 
of events take place: diminished return of blood to 
the heart, decreased cardiac output, decreased blood 
pressure, and vasoconstriction. As vasoconstriction 
occurs there is a decrease in oxygen transport to the 
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peripheral tissues, hypoxia, and subsequent increase 
in capillary permeability. Increased capillary perme- 
ability leads to further loss of circulating fluid volume 
and a vicious cycle is established. Shorr and co-work- 
ers have postulated the release of a vasoexcitor mate- 
rial (VEM) from the kidney early in shock and later 
the release of a vasodepressor material (VDM) by the 
liver. The latter chemical agent may be responsible 
for irreversible shock. 

It has been known for a long time that bacteria 
may produce the picture of shock. Fine has recently 
demonstrated the protection against otherwise lethal 
hemorrhage by the use of antibiotics. 

Recent experiments with differential hypothermia 
demonstrated increased tolerance to occlusion of the 
thoracic aorta. When the liver is cooled to 20 degrees 
C. while the rectal temperature remains at 30 degrees 
C. the animals showed increased tolerance to aortic 
occlusion. If the entire small bowel was cooled to 10 
to 20 degrees C., while the liver temperature remained 
at 22 to 28 degrees C. and the rectal temperature 
remained at 24 to 28 degrees C., much greater pro- 
tection was afforded than by cooling the liver alone. 

Many of these experiments suggest that intestinal 
bacteria may play a role in the production or pro- 
longation of shock. 

The primary aim in the treatment of hypovolemic 
shock is the replacement of the lost blood volume by 
the most suitable agent. In most cases the agent of 
choice is whole blood and the recent Korean war ex- 
perience has shown the feasibility of administering as 
many as 30 to 40 pints in 24 hours or less. 

Plasma has not been used as extensively in recent 
years because of the lack of red cells for oxygen trans- 
port, and because of the high incidence of serum hepa- 
titis. Allen has recently shown that most of the risk of 
hepatitis can be eliminated by allowing the liquid 
plasma to stand at room temperature for 6 months. 
The addition of betapropriolactone to the liquid 
plasma will further decrease the risk of serum hepatitis. 

Human serum albumin is effective but very expen- 
sive and not completely free of serum hepatitis virus 
under some methods of processing. 

Six per cent dextran is the most popular of the 
plasma expanders in use at present. It is nonpyrogenic 
and nonantigenic. Some prolongation of bleeding time 
may occur when large amounts are given. 

Three and one-half per cent polyvinylpyrolidone 
(PVP) was developed by the Germans in World War II 
and has had extensive clinical trial. It is an effective 
plasma expander, but some storage in the liver has 
been demonstrated by Altemeier and the possibility 
of this acting as a carcinogen must be considered. 

Ossein gelatin (Knox P-20 type) has been purified 
and used as an effective plasma expander. Unfortu- 
nately, it has a high gel point, becomes solid at room 
temperatures in many parts of the country, and would 
require heating prior to administration. Two deriva- 
tives of gelatin are being studied: oxypolygelatin 
(OPG) and modified fluid gelatin (MFG). 

In using any of the plasma expanders it must be 
remembered that as the plasma volume is expanded, 
red cell mass is diluted. The hemoglobin level can be 
reduced to 50 per cent fairly safely, and perhaps to 
30 per cent. 
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The plasma expanders have been used successfully 
in the treatment of burn shock; however, most authors 
suggest the addition of some whole blood if more than 
1,500 cubic centimeters of the expander are used. 

In the treatment of hemorrhagic shock, it is doubt- 
ful if more than 1,000 cubic centimeters of an ex- 
pander should be administered without the addition 
of some whole blood. — John H. Davis, M.D. 


The Artificial Kidney; Report of a Further 26 
Cases of Acute Renal Failure with Anuria or 
Severe Oliguria (Urine Output Less Than 300 
ml, Daily) for 4 to 40 Days, Treated Conservatively 
and, on Vital Indication, with Dialysis (26 Cases) 
and Ultrafiltration (1 Case) of the Blood in Vivo, 
and Peritoneal Irrigation (1 Case). Nits ALWALL, 
PER ERLANSON, MARGARETA NyMAN, and AxEL Torn- 
BERG. Acta med. scand., 1955, 152: 353. 


THE AUTHORS report 26 additional cases of acute renal 
failure due to lower nephron nephrosis. Patients with 
this condition come to the clinic of these authors from 
all parts of Sweden, and previously 90 cases were re- 
ported. All 26 patients in the present series were 
treated with dialysis of the blood in vivo (artificial 
kidney); one was treated by ultrafiltration of the blood 
in vivo (artificial kidney), and one received peritoneal 
irrigation. 

The basic conditions were acute surgical abdominal 
diseases (mesenteric thrombosis), obstetrical and 
gynecological diseases (induced abortion), poisoning, 
renal angiography, and accidents. Nine of the pa- 
tients, or 35 per cent, died. The basic disease and its 
complications were apparently the cause of death in 
6, or 23 per cent of the cases. 

Prior to the publication of these cases there was 
strong opposition in Sweden to the use of the artificial 
kidney, and, as a result, dialysis was employed in only 
the apparently hopeless case. It is the authors’ intent, 
now, however, to employ treatment by the artificial 
kidney more extensively.—Ely Elliott Lazarus, M.D. 


The Hospital Staphylococcus; a Comparison of Nasal 
and Fecal Carrier States. J. Bropir, Mary R. Kerr, 
and T. SomMERVILLE. Lancet, Lond., 1956, 1: 19. 


ATTENTION is drawn to the fecal carrier as a potential 
source of hospital-acquired staphylococcal disease. 
Nasal and fecal cultures and serological typing were 
done on 56 hospital patients, 127 newly admitted pa- 
tients, and 74 patients hospitalized for one week. The 
general carrier rate was doubled in one week. Nasal 
carriers of the dominant hospital serological type of 
staphylococcus increased from 6 per cent to 27 per 
cent, and the fecal carriers from 5 per cent to 35 per 
cent. 

Antibiotic resistance was studied in 63 patients; 50 
of these were both nasal and fecal carriers. A week’s 
stay resulted in a high frequency of cross-resistant 
strains. Nasal strains were resistant to penicillin, 
oxytetracycline, aureomycin, streptomycin, and tetra- 
cycline. Fecal strains were resistant to these antibiotics 
and to chloramphenicol. All were sensitive to erythro- 
mycin. 

The fecal carrier may play an important part in 
communicating staphylococcal infection, and the au- 
thor suggests that ideas about the method of transfer 
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of such infection and the prevention of cross-infection 
may need modification. _—Hermes C. Grillo, M.D. 


The 4 ero and Therapy of Anaerobic Infec- 
tions. H. LopENKAMPER and G. STIENEN. Antibiot. M., 
1955, 1: 653. 


THE AUTHORS discuss some anaerobic infections in 
Hamburg, Germany. They classify the group of which 
they write as “‘bacteroides infections.” By this they 
mean the anaerobic streptococcal, staphylococcal, 
Corynebacterium, and pleomorphic gram positive 
rods. They do not include the Clostridia. 

The organisms are grown for the most part in semi- 
solid agar containing 1 per cent dextrose agar, 10 to 
20 per cent ascitic fluid or liver thioglycolate medium. 
Anaerobic growth under these conditions takes as 
long as 10 days. 

They studied 690 cases which were either caused 
by one organism or by a combination of the “‘Bac- 
teroides Organisms’’. The majority of the test material 
was obtained from the ear, nose, and throat, or ab- 
dominal or thoracic cavities. Sensitivity studies were 
then carried out. Because of the long time needed for 
bacterial growth, sensitivity reports were of little value 
clinically, but as the volume of the reports increased, 
it was possible to predict with a fair degree of accuracy 
what any specific organism’s sensitivity would be. 

Sensitivities were determined by adding appropriate 
dilutions of the drugs to the media. The agents used 
were penicillin, streptomycin, supracillin (a mixture of 
procaine penicillin G,r cystalline penicillin G, and 
streptomycin), chlortetracycline, oxytetracycline, 
tetracycline, chloramphenicol, and a sulfonamide— 
supronal. 

Eighty-eight anaerobic strains from the bacteroides 
group showed 45 resistant to penicillin, 53 to strepto- 
mycin, 31 to supracillin, and 22 to supronal. Only 2 
were resistant to tetracycline, 3 to oxytetracycline, 9 
to chloramphenicol, and 11 to chlortetracycline. 

The authors stress the need for close clinical super- 
vision of these cases of “‘bacteroides infections” and 
suggest that if the agent in use is not showing a bene- 
ficial clinical result, a different drug, or drugs, should 
be substituted. —Peter Dineen, M.D. 


The Use of Nitrogen Mustard in the Treatment of 
Serous Effusions of Neoplastic Origin. Austin S. 
WEISBERGER, BENNETT LEvinE, and JOHN P, STORAAS- 
ui. J. Am. M. Ass., 1955, 159: 1704. 


THE DIRECT INSTILLATION of nitrogen mustard into the 
pleural, pericardial, or peritoneal cavities was success- 
ful in decreasing or eliminating effusions due to meta- 
static cancer in 65 per cent of the 43 patients treated. 
The best responses were obtained in patients with car- 
cinomas of the breast or ovary. In patients with pleu- 
ral or peritoneal effusions, the drug was given in a 
single injection of 0.4 of a milligram per kilogram of 
body weight. When intrapericardial doses of 10 and 
22 milligrams were given, leukopenia and gastrointes- 
tinal reactions were observed to be much less than 
following the intravenous administration of nitrogen 
mustard. 

The results of the intracavitary administration of 
nitrogen mustard are as favorable as those reported 
with the use of radioactive colloidal gold. Nitrogen 
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mustard may be the agent of choice in most hospitals 
since it eliminates the disadvantages of radioactive 
gold therapy, viz., the expense, the difficulty of secur- 
ing and handling, and the radiation hazard. 

—Harvey W. Baker, M.D. 


Histiocytic Tumors of the Tendon Sheaths (Les tu- 
meurs histiocytaires des gaines tendineuses). A. 
RusEns-DuvaL. Sem. hép. Paris, 1955, 31: 411. 


THE AUTHOR discusses the histology and histogenesis 
of tumors of the tendon sheaths. In most cases these 
tumors, always benign, are located near the tendons of 
the long finger flexors, mostly in the palmar area. 
They have also been observed, less frequently, on the 
dorsum of the hand and near the peroneal tendons. 
They have been described under different names, i.e., 
benign synovioma, fibroxanthoma, or histiocytoma, 
and have been considered by different authors as true 
neoplasms or as a hyperplastic proliferation of an in- 
flammatory nature. They grow very slowly and cause 
slight functional symptoms; therefore, usually four to 
five years elapse before a physician is consulted and 
the mass is excised. Histologically these masses are 
characterized by multinuclear giant cells, and deposits 
of a brownish pigment and lipids. The pigment is 
sparse in early cases; only in late cases is it abundant 
and with strongly positive iron reactions. 

Various hypotheses have been presented on the 
pathogenesis. ‘The author believes that the lesions are 
not true tumors but macrophagic granulomas pro- 
duced by primary degeneration of the connective 
tissue of the tendon sheath. This degeneration may be 
caused not only by tears in the sheath but by fre- 
quently repeated minimal traumatisms which damage 
the collagen fibers. As the tendon sheaths are poorly 
vascularized, the products of the degeneration stag- 
nate in the connective tissue and may provoke the 
formation of granulomas for the resorption of these 
products. 

This theory is supported by histochemical studies. 
Alteration and degeneration of the collagen substance 
can be easily demonstrated by several dye methods, 
especially the trichrome aniline blue which colors 
normal fibers blue, whereas degenerating fibers take a 
reddish hue. In the method of Hotchkiss-McManus, 
the affected fibers are more or less of a vivid pink, 
whereas normal collagen shows a pale yellow color. 
These changes, however, are observed only in the 
beginning stage or in the growing zones of histiocytic 
tumors. In the stage of sclerohyaline involution, the 
tissue loses all affinity to the dye and takes on a 
whitish glassy appearance. 

Other histochemical methods were used to study 
the character of the lipid and pigment deposits. The 
author assumes that the brown pigment which is 
characteristic for these tumors is not due to hemor- 
rhages but is of a lipoproteinic or mucoproteinic na- 
ture and is only secondarily impregnated with iron. 

— Werner M. Solmitz, M.D. 


Malignant Change in Erythema Ab Igne. G. A. 
GranT Peterkin. Brit. M. 7., 1955, 2: 1599. 


ERYTHEMA AB IGNE is a reddish-brown marbling of 
the skin of the lower legs found in women in Britain, 
presumed to follow prolonged sitting in front of a fire. 


Histologically the change is a chronic inflammation. 
Four patients are described who developed low grade 
squamous cell carcinoma in these lesions. All were 
noninvasive malignancies. Two of the patients had 
previously been treated for other malignancies and 2 
had skin changes compatible with poikilodermia 
atrophicans vasculare, a disease associated with ma- 
lignancy elsewhere in the body. A parallel is drawn 
with skin carcinoma resulting from chronic exposure 
to heat, such as kangri warming pan and fire-warmed 
kang bed burns in central Asia. 
—Hermes C. Grillo, M.D. 


Therapeutic Problems of Melanotic Tumors (II pro- 
blema terapeutico dei tumori melanotici). G. BRusor1. 
Minerva med., Tor., 1955, 46: 1524. 


THE PROBLEMS involved in the treatment of malig- 
nant melanoma, with the attendant poor results and 


fatal prognosis, constitute an understandable aversion . 


to surgeons and radiotherapists alike. The author pre- 
sents 81 cases of patients with this diagnosis who were 
treated with massive doses of x-rays. He advises that a 
lesion clinically diagnosed as malignant melanoma 
should neither be biopsied nor excised, as this tends 
to disseminate an already highly virulent tumor. Im- 
mediate roentgen therapy, including the regional 
lymph nodes, is considered preferable. He points out 
that doses of radiation reaching 10,000 to 12,000 
roentgens show results comparable to, and often better 
than, surgical removal of the lesion. In the opinion of 
the author, where surgical intervention is contem- 
plated, diathermy coagulation of the lesion followed 
by massive irradiation of the lesion and of the 
regional lymph nodes is preferable to treatment by 
excision only. 

Of the group of 81 lesions reviewed in this article, 
27 proved to be malignant melanoma by biopsy and 
the remainder were diagnosed on clinical examination 
only. Females constituted 60 per cent of the patients, 
and males 40 per cent. Forty-seven of the total number 
of patients are living, and of these 6 have thus far 
survived more than five years, 7 for five years, 4 for 
three years, 6 for two years, and 21 for a period of one 
year or less. 

Twenty-seven patients have died—16 within a year 
of the treatment, 6 after two years, 3 after three years, 
and 2 just over five years. Seven patients could not be 
followed. —Peter Beaconsfield, M.D. 


Malignant Melanoma; Clinical and Pathologic Analy- 
sis of 93 Cases; Is Prophylactic Lymph Node 
Dissection Indicated? RospErt H. Lunp and MENARD 
IHNEN. Surgery, 1955, 38: 652. 


THE cases of 93 patients with cutaneous melanoma, 
who were treated at the Barnard Free Skin and Can- 
cer Hospital, have been reviewed. The findings are in 
agreement with those reported in other similar 
studies. 

An overall five-year survival of 26 per cent has 
been broken down to demonstrate a better prognosis 
for small lesions of the head, neck, or arms which are 
fairly superficial and which have not spread to the 
regional lymph nodes, than for lesions which do not 
have those favorable characteristics. 

—Leonard D. Rosenman, M.D. 
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Sunlight as an Environmental Factor in Cancer of the 


Skin, Harotp F, Brum. Mil. Med., 1955, 117: 202. 


THE IDEA that sunlight is a cause of cancer of the 
skin of man has been stated many times and sup- 
ported by statements that this disease occurs more 
frequently in regions of the earth where there is much 
sunlight. The quantitative evidence to support this 
idea is not great; however, there is clear evidence to 
indicate that among peoples of the white race in the 
United States, skin cancer is more frequent in the 
South than in the North. It was also noted that both 
men and women develop cancer of the skin in greater 
incidence in a lower latitude. In addition there is 
interesting evidence which indicates that cutaneous 
cancer is relatively low in incidence among the negro 
race. Among white peoples the vast majority of can- 
cers of the skin appear on the exposed areas, whereas, 
among negroes, when skin cancers occur they show 
no preference for exposed parts. 

From this data, one may reason that sunlight is the 
environmental factor involved; however, on closer 
examination it is pointed out that this picture is more 
complex than the obvious environmental factor and, 
that total sunlight does not vary enough over the 
latitude range concerned to account for the difference 
in cancer incidence, but we have actually to deal 
with a very small fraction of sunlight, which changes 
much more rapidly with latitude. 

Experiments on rats and mice indicated that the 
cancer-inducing radiation was limited to wave lengths 
shorter than about 0.32 microns. The spectrum of 
maximum sunlight does not extend to wave lengths 
much shorter than 0.29 microns; thus cancer induction 
should be limited to this narrow range of wave lengths, 
which constitutes less than 0.2 per cent of total maxi- 
mum sunlight in ranges down to virtually nothing. 
The amount of these wave lengths is affected much 
more critically by the sun’s angle than is total sun- 
light or the visible part thereof, and thus varies much 
more with latitude, time of day, and season of the 
year. The factor which determines the short wave 
length of sunlight, and causes the great variation in 
cancer-inducing wave lengths with the sun’s angle is 
a layer of ozone in the stratosphere, which absorbs 
them very strongly. The greater the distance from 
the zenith the greater the thickness of this layer of 
ozone that the sun’s rays must pass through. The 
quantity of ozone varies with latitude and season, 
among other things, which adds to the variability of 
the cancer-inducing portion of sunlight. 

It does seem that the relationship between sunlight 
and the incidence of skin cancer is a complex one. 
Although the evidence indicates in a semiquantitative 
way that ultraviolet radiation in sunlight is a princi- 
pal causal factor in skin cancer in the white races, no 
good quantitative agreement can be reached because 
of the inability to evaluate the various factors in- 
volved. After considerable discussion of the many 
factors involved in the consideration of sunlight as an 
environmental factor, the author states it would be 
well to assume that ultraviolet radiation of wave 
lengths shorter than 0.32 microns can produce cancer 
of the skin of man and that these wave lengths of 
natural sunlight are a major cause of basal cell and 
squamous cell carcinoma of the human skin. 


MISCELLANEOUS 3I1I1 


In consideration of the prophylaxis for those per- 
sons who have already developed a cancer of this 
type and can be expected to develop more, and of 
those who show dermatological lesions that are often 
followed by such cancers, it was believed that rea- 
sonable measures should be taken by these individuals 
to hide themselves from the sun, however without un- 
due restriction of normal habits, i.e., they should not 
hide themselves entirely from the sunlight. 

— John E. Karabin, M.D. 


Malignant Recurrences; Operative Indications and 
Results (Indikation und Ergebnisse der operativen 
Behandlung der Rezidive boesartiger Geschwuelste). 
M. ScuwalceEr and K. H. Mueter. Langenbecks Arch. 
u. Deut. Lschr. Chir., 1955, 280: 536. 


A.LTHouGH 50 PER cENT of the patients reoperated 
upon for recurrences of mammary cancer succumbed 
within two years, there were remissions for many years 
in 25 per cent, and permanent cures in another 25 
per cent of the patients. The deciding factor in the 
patient’s survival was the absence of metastases. Prac- 
tically, this means that operation is indicated in re- 
current cancers regardless of the width or depth of the 
lesion, provided no metastases are demonstrable. Even 
palliative operation is worth while, if only to spare 
the patient and the surroundings the terror of a de- 
composing cancer. 

The results obtained by operation on recurrences 
of cancer of the lip and cheek were equally distributed 
between cures, remissions, and deaths. 

Postoperative results in recurrent sarcomas were 
good only in well differentiated tumors (there were 
seven cures and three fatalities), whereas with the 
more primitive forms of tumors, operative therapy 
could not halt the unfavorable course. 

The treatment of cancer recurrences in the gastro- 
intestinal tract by radical operation was unsuccessful 
and the duration of survival following palliative or 
radical intervention was equally short. With regard to 
superficial soft-tissue recurrences, the results corre- 
sponded to those obtaining for other skin recurrences. 

All recurrences that could be favorably influenced 
were located in the skin, in the superficial soft tissues, 
or in the scar tissue. Besides possibly an incomplete 
extirpation of a primary or recurrent tumor, intra- 
operative implantation of tumor tissue appeared as a 
common cause of recurrence. 

General anesthesia and, wherever possible, electro- 
cautery should be used in the performance of opera- 
tions for recurrences. To avoid re-implantation, the 
instruments should not touch the tumor, and the 
excision should be wide enough, without regard for 
the ensuing tissue defect, to extend as far as possible 
into healthy tissue. Prophylactically all carcinogens 
(chemical physical, mechanical) should be kept away 
from the region. — Sidney Smedresman, M.D. 


Operative Treatment of Local Recurrences or Metas- 
tases of Cancer (Operative Behandlung von lokalen 
Carcinomrezidiven bzw.-metastasen). Hose Rosot- 
LEcK. Langenbecks Arch. u. Deut. &schr. Chir., 1955, 280: 
573. 


OPERATIVE TREATMENT of recurrences of malignant 
tumors was employed by the author in 22 patients, 


















































namely, 20 with a cancer of the breast, 1 patient with 
a carcinoma of the penis, and 1 with a neoplasm in 
the anal region. 

Generalized metastases were excluded in all cases by 
a careful clinical examination. The results of the op- 
eration were so encouraging that the author advo- 
cates even repeated operations for local recurrences. 
A wide excision of the recurrent tumor should be per- 
formed, although allegedly the partial excision of a 
tumor does not stimulate the dissemination of malig- 
nant cells. 

Hormonal therapy of cancer of the breast should be 
reserved for generalized metastases. 

Postoperative irradiation should follow excision of 
local recurrences or metastases. 


— Joseph K. Narat, M.D. 


Cell Survival Theory Versus Replacement Theory. 
Lynpon A. Perr. Plastic & Reconstr. Surg., 1955, 16: 
161. 


For sOME TIME the “host tissue replacement theory” 
has been generally accepted by investigators and 
clinicians. The author believes that cell survival has 
been greatly underestimated. With respect to most 
human autogenous tissue grafts, clinical and experi- 
mental evidence would seem to indicate that the 
individual cells of fascia, skin, mucous membrane, 
and fat survive a grafting procedure, rather than that 
they die and are replaced by cells of the host. In bone, 
it is well established that the host tissue does infiltrate 
an autogenous graft. The author points out that in 
many grafts it is impossible to demonstrate dead or 
degenerating cells consistently enough to support the 
replacement theory. This is well illustrated in three 
diagrammatic representations of the fate of endothelial 
cells in blood vessel grafts. The cell survival theory 
may be stated as follows: 

In humans the cells in free autogenous grafts tend 
to survive and retain their normal tissue structure 
when transplanted as complete cell entities in favor- 
able transplantation sites. When the cells in free 
grafts fail to survive, the graft is replaced by con- 
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nective tissue but this replacement is not a duplicate 
of the original graft. |. —Franklin Lounsbury, M.D. 


EXPERIMENTAL SURGERY 


Portal Pressure and Medication by the Percutaneous 

Splenic Route; an Experimental Study. FRrepEric 

. TAyLor and Davin C. Gastineau. Am. 7. Surg., 
1955, 90: 392. 


IN AN ATTEMPT to obtain portal venous pressures and 
to administer portal intravenous substances in dogs 
without resorting to repeated laparotomies, the spleens 
of 6 dogs were transfixed into a pocket beneath the 
skin of the upper abdomen, leaving the splenic pedicle 
intact. Following this procedure it was possible, by 
percutaneous puncture of the splenic pulp, to inject 
iodinized media for satisfactory roentgenologic vis- 
ualization of the portal tree. Injections of silicon di- 
oxide into the splenic pulp at 6-week intervals over a 
period of 9 to 11 months did not produce a cirrhosis 
of the liver as hoped, probably due to most of the 
silicon dioxide remaining in the spleen where it did 
produce splenic fibrosis. Percutaneous splenic pulp 
pressures were also obtained and it was thought that, 
while such pressures were not actually portal pres- 
sures, they reflected and were dependent upon portal 
pressures. Portal pressure is so labile under normal 
conditions that the introduction of abnormal situa- 
tions may not cause the elevations attributed to them. 
However, the results obtained did indicate a fair re- 
lationship between the pressures taken through the 
open abdomen and those from the splenic pulp. In 
general, the splenic pulp pressures were higher (25 to 
100 mm.) than those obtained directly from the portal 
radicals. This may be due in part to the somewhat 
higher pressure of the closed abdomen. Nevertheless, 
the pulp pressure followed the same general pressure 
range of the portal radicles. While this method is ac- 
curate enough to measure large changes, for slight pres- 
sure changes, portal pressures must still be obained 
from the open abdomen adjusted to the portal vein 
as a base line. —David T. Petty, M.D. 
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